INTERNATIONAL ABSTRACT 
OF SURGERY 


FEBRUARY, 1923 


ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE 


Taylor, F. B., Terry, W. I., and Alvarez, W. C.: 
Improvements in Pre-Operative and Post- 
operative Care. J. A:n. M. Ass., 1922, Ixxix, 1578. 


In a group of 211 patients, of whom 146 had had 
a laparotomy and 65 an extra-abdominal operation, 
the authors studied the incidence of pain and vomit- 
ing in: (1) those who had been purged before and 
after operation, (2) those who had not been purged 
before but had been purged shortly afterward, and 
(3) those who had not been purged before and who 
were given no enema or cathartic for at least four 
days after operation. 

The omission of the pre-operative purge had no 
definite influence on the vomiting, but reduced the 
incidence of pain in abdominal cases from 75 to 42 
per cent. Delay in giving the postoperative purge 
reduced the incidence of vomiting from 45 to 30 per 
cent in the abdominal cases and from 20 to 4 per 
cent in the others. In both groups there was more 
complaint of pain when the postoperative purges 
and enemas were withheld. Hence, a number of 
patients will be more comfortable if given enemas as 
soon as they are needed to aid in the expulsion of gas. 

The authors conclude that cathartics should be 
withheld for as long after operation as possible. Of 
twenty patients not given a purge or enema for six 
days after operation none showed ill effects and 
several had spontaneous bowel movements. In the 
other cases an enema on the sixth day was effectual. 

Wa ter C. Burkert, M.D. 


Mayer, A.: Postoperative Adhesions in the Abdom- 
inal Cavity (Ueber postoperative Adhaesionen in 
der Bauchhoehle). Zentralbl. f. Gynaek., 1922, xIvi, 
940. 


Sixty secondary laparotomies after gynecological 
operations showed the following results: 

1. Of sixty cases of gynecological laparotomy, 
filty-two (87 per cent) showed adhesions and eight 
(13 per cent) showed no adhesions. 


2. Of thirty-seven cases operated on for the first 
time outside of the clinic, thirty-seven (1co per cent) 
showed adhesions, and of twenty-three operated on 
for the first time in the clinic, fifteen (65 per cent) 
showed adhesions and eight (35 per cent) showed no 
adhesions. 

The development of adhesions is dependent upon 
imperfect asepsis, incomplete hemostasis, and in- 
accurate peritonization of the stumps. The author 
does not accept the theory that there is a predis- 
position to the formation of adhesions at certain 
periods of life, or that adhesions are favored by 
a peculiar constitution such, for example, as the as- 
thenic habitus of Stiller. A striking fact in the cases 
reviewed was that in those in which pregnancy oc- 
curred between the laparotomies there were no ad- 
hesions. 

In addition to perfect asepsis, accurate hemo- 
stasis, and good peritonization, the following fac- 
tors have been suggested as of importance in the 
prevention of postoperative adhesions: (1) the avoid- 
ance of painting the abdominal walls with iodine, 
(2) the infusion of humanol, and (3) the production 
of a pneumoperitoneum at the close of the laparot- 
omy. Mayer, however, has no objection to the use of 
iodine. With regard to the introduction of humanol 
he states that this has been done for many years, 
but decisive results have not been seen and adhe- 
sions were demonstrable in subsequent examinations 
with pneumoperitoneum and roentgenography even 
when there was no complaint of their presence. The 
production of a pneumoperitoneum at the end of 
the laparotomy was considered by Mayer but not 
carried out. 

In conclusion, attention is called to the difficulty 
in the diagnosis. Frequently there are symptoms of 
adhesions in the absence of adhesions, but there may 
be also adhesions without symptoms. The impor- 
tance of the demonstration of postoperative adhe- 
sions with the aid of pneumoperitoneum and the 
X-ray is brought out with the aid of six very instruc- 
tive illustrations. HEIDLER (Z). 
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ANZSTHESIA 
Rost, F., and Ellinger: Why is the Escaping Blood 
Dark Colored in Too Deep Narcosis? (Weshalb 
ist bei zu tiefer Narkose das ausfliessende Blut 
dunkel gefaerbt?) Muenchen. med. Wchnschr., 1922, 
Ixix, 772. 

During operation under narcosis it is not very 
unusual to see the blood suddenly turn dark, even 
when there is no obstruction to respiration. The 
authors studied this remarkable phenomenon in 
experiments on cats and found that it is due to 
methemoglobin. 

This methemoglobin could be demonstrated in 
pure ether narcosis, in chloroform narcosis, and in 
mixed hydrogen narcosis. Because of these findings 
the authors are inclined to attribute the occasional 
appearance of hemoglobinuria and the anemia 
observed after repeated narcosis to the breaking 
down of the red blood corpuscles with thrombosis in 
the internal organs. The formation of methemo- 
globin does not take place during narcosis of short 
duration, even when a comparatively large quantity 


SURGERY OF ‘THE 
HEAD 


Friedland, M. O.: Surgical Operations on Gunshot 
Wounds of the Skull and Its Contents During 
the War, 1914-1917 (Ueber chirurgische Eingriffe 
bei Schusswunden des Schaedels und seines Inhalts 
nach den Kriegserfahrungen 1914-1917). Kazan. 
Med. J., 1921, i, gt. 


A series of sixty cases of penetrating gunshot 
wounds of the skull are reported, thirty-eight of 
which were operated upon by the author and twenty- 
two by other surgeons. An exploratory incision is 
indicated in every case of uncertain diagnosis; if the 
bone is found to be intact, nothing further should be 
done. Small splinters of the lamina vitrea heal in 
smoothly in the presence of an intact external layer 
of bone. 

When there are fissures penetrating the entire 
thickness of the bone, exploratory trephining is 
indicated. One or two trephine openings 3 to 4 mm. 
in diameter make possible the examination of the 
lamina vitrea, the dura, and the subdural space 
(hematoma). If necessary, the trephine opening 
may be enlarged with a chisel. 

Inencephalitis and suppurative meningo-encephali- 
tis the trephine openings must.be large. In ten cases 
of encephalitis and meningo-encephalitis there were 
seven deaths. The clinical picture of acute sup- 
purative encephalitis is very typical. After a com- 
paratively long period of well-being, protrusion of 
the brain occurs with a high temperature and slow- 
ing of the pulse. The necrotic masses are then 


thrown off and the general condition improves, but 
after a few days or weeks there is an aggravation of 
the condition, the high temperature and slowing of 
the pulse return, the protrusion enlarges, necrotiza- 


of anesthetic is used. Methemoglobin remains de- 

monstrable in the blood for some time, but at the end 

of twenty-four hours has usually disappeared. 
Devs (Z). 


Behrendt: The New Anesthesia Procedure of 
Gauss and Wieland (Das neue Betaeubungsver- 
fahren nach Gauss und Wieland). Zentralbl. f. 
Gynacek., 1922, xlvi, 1220. 


As claimed by Wieland, acetylene produces 
effects similar to those of laughing gas. Experience 
with it in 220 cases is reported.. Acetylene mixed 
with oxygen is used. Anesthesia is produced in 
from one to five minutes and the awakening occurs 
still more quickly. Unconsciousness, anesthesia, 
and relaxation of the abdominal wall are obtained 
with a suitable mixture. The heart and respiration 
remain uninfluenced but the blood pressure rises 
somewhat. Salivation is prevented by morphine and 
scopolamine. Nausea does not develop. According 
to experience up to the present time, this anesthetic 
is harmless. KULENKAMPFF (Z). 


HEAD AND NECK 


tion occurs in the center, and paresis supervenes. 
This is again followed by improvement and again by 
aggravation, the necrotization of the brain increas- 
ing in circumference, and coma and death occurring 
after three to five recurrences. The foreign body is 
frequently the cause of the progressive encephalitis. 

Of twenty-two patients, eleven recovered, three 
were benefited, and eight died. According to the 
statistics regarding 100 persons with injuries of the 
head, forty-three died on the battle field, forty-eight 
died in hospitals along the line of evacuation, two 
died in the reserve hospitals, and only seven survived. 

Grecory (Z). 


Lillie, H. L.: Infection of the Sigmoid and Lateral 
Sinus: Report of Nineteen Cases. Surg., Gynec. 
& Obst., 1922, xxxv, 418. 


The author reports a series of nineteen cases of 
infection of the sigmoid and lateral sinus observed 
at the Mayo Clinic during the past five years. These 
were selected from a series of more than 500 cases 
of mastoid disease in which operation was _ per- 
formed and more than 150,000 miscellaneous cases 
examined in the Ear, Nose, and Throat Section. 
The patients have been divided for discussion into 
four groups: 

Group 1. Patients with involvement of the sig- 
moid sinus by phlebitis or non-obliterating throm- 
bosis. 

The jugular vein was not operated on primarily 
in any of the eight cases in this group. In three 
cases subsequent ligation was necessary because of 
the patient's condition. 

The leucocyte count was relatively high except in 
three cases; in two, the condition was really leu- 
copenia. One patient was extremely ill and had « 
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very virulent infection of the blood stream due to 
hemolytic streptococcus. 

Blood cultures were positive in four cases, while 
in one, that of a patient most critically ill, cultures 
were repeatedly negative. No two patients were in- 
fected with the same organism and no regular in- 
terval elapsed before the blood culture became 
negative. 

The temperature was fairly typical of sepsis in 
five cases, and in three the patient was almost 
afebrile. 

Choked disc occurred in three cases, being prob- 
ably the result of general toxemia. Blood trans- 
fusion was used in three cases as a supportive 
measure, 

Two patients who were most critically ill had 
phlebitis without thrombosis. 

Group 2. Patients with obliterating thrombosis. 
Of the seven patients in this group a primary opera- 
tion was performed on the vein in two because 
bleeding did not occur from the bulb end of the sinus. 
In three cases the operation was performed on the 
vein secondarily because symptoms and signs of 
sepsis developed during the postoperative course 
and at the second operation bleeding did not occur 
from the bulb end. In one case the disturbance may 
not have been recognized at the primary operation. 
In the other two it may have resulted from injury to 
the sinus wall. In two cases, in which the vein was 
not disturbed, the patient had an uneventful con- 
valescence. The blood counts were not high even 
in the presence of infection in the blood. The 
patient’s general appearance seemed to be the best 
index of his condition. 

In six cases the blood cultures were positive; in 
one case no culture was made. The patients were 
all infected with different organisms. The tempera- 
ture curve was quite characteristic in four cases, 
and in one it was definitely misleading. Two pa- 
tients were nearly afebrile. Choked disc occurred 
in one case. This patient was given a transfusion 
because of low hemoglobin and the effect was 
immediately beneficial. In general, it may be said 
that the patients in this group were not so extremely 
ill as those in Group 1. In no case was the vein 
resected. 

Group 3. Patients who died without submitting 
to operation. The two patients in this group were 
so extremely ill and the infection was so overwhelm- 
ing that operation was not attempted. A septic sore 
throat in one case made it difficult to determine the 
true source of the sepsis, even in the presence of the 
ear suppuration. The other patient became men- 
tally disturbed. The soft parts discolored when 
handled, and the site of the needle puncture for the 
blood culture began to slough in twenty-four hours. 

Group 4. Patients who died and in whom the 
disease was not recognized clinically. Of the two 
patients in this group, one showed the result of 
septicopyemia, operation having been delayed too 
long. The ear was examined two days before death 
and the history was typical, but sinus infection was 


not suspected because the patient was in extremis. 
After the patient had died the home physician gave 
the history of previous chills and high fever. The 
injected guinea pig died of miliary tuberculosis. 
The patient’s blood was positive for hemolytic 
streptococcus. 

The other patient had a thrombosis of the straight 
sinus which probably accounted for symptoms sug- 
gesting brain abscess. Headache, drowsiness, and 
mental apathy may be caused by circulatory changes 
secondary to thrombosis of the straight sinus. 

The author draws the following conclusions with 
regard to the treatment of involvement of the sig- 
moid and lateral sinus. 

1. Patients should be treated individually rather 
than by one routine surgical procedure. 

2. Primary operation on the jugular vein is not 
indicated unless bleeding does not occur from the 
lower end of the sinus. 

3. The operation on the vein may be safely de- 
layed if both ends of the sinus bleed freely. In 
none of the cases was the vein resected. 

4. Too much dependence must not be placed on 
laboratory findings. The patient’s general appear- 
ance is a fairly reliabie index of his condition. 

5. Blood transfusion by the citrate method, with 
care to group the patient properly, is a valuable 
supportive measure. 

6. Unnecessary handling and examination should 
be avoided as they may interfere with convalescence. 

7. Forced feeding, quiet. pleasant surroundings, 
and cheerful nursing are important factors. 

8. Patients with lung complications may recover. 

9g. Thrombosis of the straight sinus may cause 
symptoms and signs of brain abscess. 

10. The prognosis may be regarded as fairly 
good if well-directed measures and timely surgical 
interference are employed. F. K. Hanset, M.D. 


Reverchon, L., and Worms, G.: Spontaneous Oc- 
cipital Pneumatocele of Mastoid Origin; 
Operation; Recovery (Pneumatocéle occipitale 
spontanée d’origine mastoidienne; opération; guéri- 
son). Bull. et mém. Soc. de chir. de Par., 1922, 
xIviii, 997. 

The author's case was that of a soldier aged 21 
years who had a depression the size of a fifty-cent 
piece in the right occipital region. Complaint was 
made of headache which began about six months 
after a slight fall on the head without immediate 
serious results. A few months later the depression 
gave place to a tumefaction which increased slowly 
to the size of a mandarin orange. The swelling 
showed no signs of inflammation and was clearly an 
air cyst. It increased in size on effort and could be 
reduced by pressure. The X-ray examination show- 
ed the entire mastoid region to be filled with air. 
The vacuolar aspect was continued also over a con- 
siderable extent of the conchal and the petrous por- 
tions of the temporal bone and the parietal and occip- 
ital zones. The mastoid on the opposite side showed 
similar cavities. 
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A large incision was made over the tumor and an 
osteoplastic operation filling the osseous breach with 
osteoperiosteal fragments was done. The bottom of 
the cavity was formed by the internal table which 
was very irregular. The air collection was clearly 
subperiosteal. A tunnel communicating with the 
mastoid cavities was found. 

In the authors’ opinion there had been a spon- 
taneous dehiscence of the external table which was 
thinned by the process of pneumatization and dis- 
tended mechanically. The part played by the 
patient’s fall on his head is problematic. The 
process was exclusively intra-osseous and probably 
connected with some defect in development. The 
pneumatization of the mastoid was probably the 
direct cause of the pneumatocele. 

Auvray collected fifteen cases of frontal, and thir- 
teen cases of mastoid, pneumatocele. The authors 
find that to date, including their own case, only 
twenty-nine cases of mastoid pneumatocele have been 
reported. W. A. BRENNAN. 


Ricaldoni, A.: Infantilism of the Hypophyseal 
Type and the Argyll-Robertson Sign Asso- 
ciated with a Tumor ot the Thalamic Part of 
the Third Ventricle Infiltrating the Optic 
Layers But Not Invading the Infundibular or 
the Hypophyseal Regions (Infantilisme du type 
hypophysaire et signe d’Argyll-Robertson avec 
tumeur dévelopée au niveau de la partie thalamique 
du troisiéme ventricle et infiltrant les couches 
optiques, mais n’envahissant pas la région de 
Vinfundibulum ni l’hypophyse). Bull. ct mém. Soc. 
méd. d. hép. de Par., 1922, xlvi, 1238. 


The case reported by Ricaldoni again raises the 
question regarding the symptoms which must be 
attributed to functional disturbances of the hypoph- 
ysis and the infundibular region. The patient was a 
boy of 18 years with infantilism of the hypophyseal 
type and diabetes insipidus. Growth had been 
arrested since the thirteenth year, and for the past 
two years there had been intense thirst. Constant 
polydipsia was associated with the daily elimination 
of from 2,500 to 4,000 c.cm. of urine. The only 
eye sign was the Argyll-Robertson pupil. Constant 
intense headache, predominantly occipital, was asso- 
ciated with vomiting. Death resulted. Lumbar 
puncture on the day of death showed that the 
cerebrospinal fluid contained urea, albumin, and 
lymphocytes. Polyuria persisted to the end. 

At autopsy a tumor adherent to the lateral walls 
was found in the superior thalamic part of the third 
ventricle. The growth reached its maximum in the 
optic layers, especially the right. Histologically the 
tumor was a round-celled sarcoma or perhaps a 
gliosarcoma. 

The hypophysis was found to be macroscopically 
normal; histologically there was no trace of neoplastic 
infiltration but there were some slight hemorrhagic 
and lymphocyte invasion in the posterior lobe, 
especially in the central part. The pars intermedia, 
the stalk of the hypophysis, and the infundibular 
region showed no changes. 


Pressure from the tumor was exerted upon the 
trigone and the corpus callosum. The diabetes 
insipidus might have been the result of the second- 
ary and indirect lesions of the posterior lobe of the 
hypophysis or of compression of the infundibulum 
consecutive to disturbance of the circulation or 
ventricular hydrops. 

The arrest of development establishes once again 
the fact that so-called hypophyseal disturbances 
may occur without any direct participation of the 
hypophysis itself and with very diverse encephalic 
localizations of neoplasms, although usually the 
latter are di-encephalo-mesencephalic. The anterior 
lobe of the hypophysis showed very little involve- 
ment. 

The Argyll-Robertson sign in this case was quite 
independent of syphilis, all tests for this condition 
being negative. W. A. BRENNAN. 


Silbert, S.: A Case of Brain Abscess of Unusual 
Etiology. J. Am. M. Ass., 1922, Ixxix, 1427. 


Silbert reports a case of brain abscess resulting 
from the direct introduction of an infected foreign 
body into the brain. 

Six weeks before his admission to the hospital, 
the subject, a boy aged 6 years, stumbled and fell on 
a stick. The resulting small wound on the left side 
of the face became infected and discharged con- 
siderable pus but healed in eight days. Four weeks 
before he entered the hospital the child began to 
complain of headache and had some fever. Three 
days before his admission the headache became so 
severe and the fever so high that he was put to bed. 
He then became delirious. When he was brought to 
the hospital he was in a moribund condition. His 
head was retracted and there was marked opisthot- 
onos. ‘The right pupil was larger than the left, and 
both reacted sluggishly to light. There was marked 
stiffness of the neck and a bilateral Kernig sign. 

Autopsy showed a small, firmly healed wound 
about 1 cm. in length on the left side of the face mid- 
way between the outer angle of the orbit and the ex- 
ternal auditory meatus. On removal of the skull 
cap and reflection of the dura, the surface of the 
brain was found to be covered by a thick purulent 
exudate. The left temporal lobe showed marked 
flattening of the gyri, and fluctuation was noted on 
palpation. Under this area was a large abscess 
cavity filled with thick purulent material. The dura 
overlying the abscess showed a perforation, and a 
probe introduced into this opening led directly 
through a similar perforation in the squamous por- 
tion of the temporal bone to an abscess under the 
temporal muscle. In this tract several splinters of 
wood were found. H. A. McKnicat, M.D. 


Partsch: The Reconstruction of the Inferior Maxil- 
lary Arch by Autoplasty (Wiederherstellung des 
Kieferbogens durch Autoplastik). Zentralbl. /. 
Chir., 1922, xlix, 989 

The peculiar anatomical relationships of the infe- 
rior maxillary arch make healing difficult. As com- 
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pared with the peg method and the interpolation 
method Partsch believes the graft method with 
splitting open of the fractured ends is safer and more 
convenient because in the most varied positions of 
the fractured ends it makes possible the approxima- 
tion of freshly bleeding bone surfaces, a condition 
favoring rapid agglutination and healing if chips from 
the crest of the ilium are used in the implantation. 
In fifty-five of seventy-six cases operated upon 
complete healing-in of the implant occurred. The 
numerous cases re-examined after several years 
demonstrated that the implant grows and unites 
completely with the arch of the inferior maxilla. A 
transplant examined histologically at the end of 
three weeks showed no regressive changes and pre- 
sented fresh bony sprouts over its entire surface. 
VALENTIN (Z). 


Davis, W. B.: Harelip and Cleft Palate Deformities; 
Some of the Types and Their Operative Treat- 
ments. Ann. Surg., 1922, Ixxvi, 133. 


Complete and incomplete unilateral harelip gen- 
erally require the same plan of treatment. In the 
latter there is usually very little or no muscle tissue 
between the upper angle of the cleft and the floor 
of the nostril. Incomplete clefts are converted into 
complete clefts. 

In outlining incisions for the correction of harelip 
the method devised by Thompson has been found 
the most satisfactory. With sharp-pointed calipers 
the distance is measured from the mid-point of the 
floor of the nostril to approximately the point in the 
same sagittal plane to which the free margin of the 
lip would come if it were normal. The upper point 
of the calipers being kept in place, the lower is ro- 
tated laterally to the vermillion border where a mark 
is made on each side. Incisions carried through the 
entire thickness of the lip at a right angle to the 
skin surface and following the lines outlined will give 
surfaces for approximation. Before approximating 
the margins the upper lateral portions of the lip 
should be freed from the maxillz. 

In complete single harelip and cleft palate cases 
the lip and alveolar cleft should be operated on first, 
usually between the tenth day and the third month. 
The cleft palate may be closed between the twelfth 
and the twentieth months. 

A wide alveolar cleft is repaired by partially 
dividing the buccal side of the alveolar process, just 
posterior to the canine region on the opposite side. 
A greenstick fracture is then produced and the edges 
of the cleft are brought together after they have 
been denuded of mucous membrane. The margins 
are held by means of a silver wire. 

Closure of the remaining cleft of the palate is 
done by the Langenbeck mucoperiosteal flap-sliding 
method. An additional flap may be taken from the 
lower edge of the vomer if necessary. The margins 
of the flaps are approximated with interrupted 
sutures of No. oo wire, as far back as the soft palate 
where one on-end silk mattress is used. The remain- 
ing part is closed with black silk. 


Application of the Thompson method of determining the 
points for the lines of incision for the correction of harelip. 


In bilateral harelip cases the wide separation of 
the margins necessitates more extensive freeing of 
the lip from the alveolar process. Stay sutures of 
silkworm gut are used to relieve tension. 

Incomplete union in the hard palate may be 
repaired by any one of three methods: (1) by mak- 
ing lateral incisions just within the alveolar process 
on each side, loosening the flaps, and approximating 
them in the midline, as in the Langenbeck operation; 
(2) by the Lane flap method; or (3) by bringing 
part of the horizontal processes of the maxilla and 
palate bones medially with their attached soft tis- 
sues. FrencuH K. Hanset, M.D. 


Veau, V.: Operative Treatment of Complete Double 
Harelip. Ann. Surg., 1922, lxxvi, 143. 


The author reports a series of thirty-five cases of 
complete double harelip operated upon for the first 
time or retouched. 

The premaxilla should not be excised as its pres- 
ervation gives a projection to the upper lip. Veau 
operates first upon the lip, correcting the palate 
later. He closes the lip by two operations, first 
by pulling back the premaxilla, and second, by 
suturing the soft parts. The premaxilla is operated 
on at the age of two or three months and the lip is 
sewed one or two months later. The palate may be 
closed during the second year. 

In the first operation the septum obstructs the 
pulling back but the projection of the nose depends 
upon its integrity. An incision about 2 cm. long is 
made behind the premaxilla along the lower edge of 
the septum and the periosteum elevated. A wedge 
of bone is removed with the forceps as shown in 
Fig. 1 and the premaxilla displaced downward and 
backward. 

The lateral edges of the premaxilla should be 
trimmed off before the displacement is effected. 
It is fixed into position by means of silver threads 
passed into the maxilla and the premaxilla on each 
side. In bringing parts of the lip together a com- 
plete restoration is not attempted, the object being 
only to form a bond of the soft parts in front of 
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Fig. 1. Septum of a three-months-old child with a com- 
plete double harelip. 


Fig. 2. Second operation. The skin incisions. Fig. 4. Suture of the mucous membrane. Note the 


manner in which the philtrum is included in the suture. 
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the drawn-back premaxilla. This means of fixing 
the premaxilla is much more important than the 
deep ligation with the silver threads. The two 
mucocutaneous edges are freshened and the skin is 
sutured. One large tension suture is put on the 
under surface. 

The restoration of the lip is done in two opera- 
tions. The qualities of a well-restored lip are: (1) 
suppleness of the cutaneous parts; (2) rectangular 
mucocutaneous lines; (3) vitality of the muscles or 
philtrum to insure the continuity of the orbicular; 
(4) projection of the mucosa without a notch in its 
lower edge; and (5) normal contour. 

In the reconstruction of the lip the skin, muscle, 
and mucosa must be taken into consideration. 

The incision in the skin should be away from the 
mucosa to avoid the piece of mucous membrane 
that remains. The lip is nearly always too high 
because subsequently the atrophied philtrum be- 
comes larger. 

The muscles should be brought together carefully 
to give suppleness to the lip. 

The chief fault of the classical operation for the 
repair of the mucous membrane is removal of the 
mucosa of the philtrum. It is the lack of mucous 
membrane that causes flattening of the lip. 

The technique of making the skin incisions is 
shown in Fig. 2. The line c-b is traced with great 
care. It passes away from the mucous membrane 
part and only through the skin. The angles b and 
c are very clearly cutright angles. 

At the level of the lower edge of the philtrum all 
of the muscle is conserved. 

The cutting of the lateral part is done in the line 
e-f which includes all of the mucous membrane and 
about 2 mm. of skin. It must be perpendicular in 
the direction of the lip. The incision will include the 
inner and outer mucous membrane. 

When the bistoury arrives at the f it makes the 
line f-g which is 3 mm. long. This approaches the 
muco-cutaneous line, but does not cut it. 

The line g-h is drawn obliquely in leaving the 
mucous membrane. 

The part included between the points 3, a, f is re- 
moved with care to penetrate into the nostril in 
order to diminish the spreading of the nose. The re- 
sult after the skin has been sutured is shown in Fig. 3. 

In suturing the muscles the finest catgut is used. 
Vascular silk is employed in the skin. In sewing 
the mucous membrane the finest horsehair is used. 

The lower part of the philtrum, which is situated 
behind, must be sewed as shown in Fig. 4. 

Frenca K. HanseEt, M.D. 


Pichler, H.: A Large Operative Defect in the 


Pharynx Covered by Primary Transplanta- 
tion of Skin Flaps (Grosser operativer Defekt im 
Rachen durch primaere Transplantation von Ober- 
hautlaeppchen gedeckt). Zentralbl. f. Chir., 1922, 
xlix, 1070. 


After removal, by way of the mouth, of a squa- 
mous-celled epithelioma involving the left half of the 


soft palate, the tonsil, and the left base of the 
tongue, the lower part of the wound in the region of 
the tongue was covered by a Thiersch graft taken 
from the inner side of the upper arm. The flap was 
pressed into place by means of a rubber upper dental 
plate and a lump of dental compound to which it had 
been made fast with mastisol with its wound surface 
on the outside. 

Healing was uncomplicated, and at the end of four 
days the grafts had healed in over almost all of the 
wound. This procedure, which Pichler applied to 
the soft palate in two previous cases, is based on the 
conversion of the flat wound, in which the fixation of 
Thiersch flaps is impossible in the mouth, into a 
cavity wound Kempr (Z) 


NECK 


Tinker, M. B.: The Desperate Risk Goiter. J. Am. 
M. Ass., 1922, Ixxix, 1291. 

This report is based on 1,000 cases selected from a 
series of 1,318 which were under observation from 
May, 1914, to May, 1921. 

The author has found that persons with obstinate 
gastro-intestinal symptoms, hypertension, and myo- 
cardial insufficiency are especially desperate risks. 
When nausea and vomiting apparently resulted from 
thyroid toxemia alone and resisted treatment, the 
patient died. These cases are relatively rare but 
Tinker has seen four. For the past ten years he has 
not operated on cases with marked gastro-intestinal 
symptoms. He does not consider as favorable for 
operation any patient with hypertension whose pres- 
sure cannot be reduced thirty points, and he has not 
operated on any with a pressure over 190. Prelimi- 
nary medical treatment is of greatest importance in 
these cases and local anesthesia is safest for opera- 
tion. In cases with myocardial insufficiency digitalis 
should be pushed to effect. This, with general care, 
usually brings such improvement that operation is 
comparatively safe. Glycosuria with hyperthyroid- 
ism is a serious combination. When it is possible to 
get the patient sugar-free he progresses relatively 
well after thyroidectomy and frequently remains 
sugar-free without a very strict diet. 

Local anesthesia is indispensable in the removal 
of goiters causing obstruction to respiration. The 
author does not accept the statement that any case 
of malignancy of the thyroid which is so far advanced 
that diagnosis is possible is hopeless for operation. 
Two of his cases of this type have remained cured, 
one, eight years, and one, more than ten years after 
the excision of extensive malignant processes involv- 
ing the great vessel sheath, the larynx, and the 
trachea as well as the thyroid. 

In conjunction with the metabolic rate and tachy- 
cardia Tinker attaches considerable importance to 
lymphocytosis in determining the risk in doubtful 
cases. He advocates preliminary ligation and in the 
cases of extremely toxic patients who come to oper- 
ation wide awake in spite of preliminary preparation 
with morphine-scopolamine, the elimination of the 
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psychic element by light nitrous oxide-oxygen anzs- 
thesia combined with local anesthesia. The many- 
stage operation which can be stopped and the wound 
packed with gauze whenever there is doubt as to 


SURGERY OF 


CHEST WALL AND BREAST 


Bloodgood, J. C.: Tumors of the Breast. Northwest 
Med., 1922, xxi, 338. 


After thirty years of investigation the author 
finds tumors of the breast as fertile a field for study 
as ever. The problems are: (1) to give the patient 
with cancer the best chance of cure, (2) to save the 
breast in cases of benign tumor, and (3) to determine 
the cases in which operation is contra-indicated 
entirely. Formerly Bloodgood felt that he was con- 
fronted with a diagnosis which called for no opera- 
tive interference in less than 2 per cent of breast 
cases but today finds operation indicated in only 
50 per cent of cases. Thirty years ago a majority 
of cases had a definite lump and in go per cent the 
lump was malignant. 

A discharge of blood from the nipple is not of 
itself a sign of cancer, and the breast should not be 
removed because of this symptom alone. Pain in 
the breast is not a sign of cancer when it is unasso- 
ciated with other evidence. 

Lactation leaves its effect on the breast in dimples 
which may be mistaken for evidence of cancer. A 
small tumor which is visible in a moderately normal 
breast is usually malignant. The average breast is 
lumpy. It is most lumpy at puberty and very lumpy 
during pregnancy. 

In surgical exploration of a tumor the author cuts 
down on the tumor instead of excising it. In doubtful 
cases the diagnosis must be made at the time of 
operation by inspection and frozen section. The 
working rule when there is doubt as to the character 
of a tumor is to do the complete operation for cancer. 
In cases of blue-dome cyst the cyst alone should 
be excised even if in cutting it out other cysts and 
dilated ducts are encountered. Failure to find a pal- 
pable lump easily when cutting down is suggestive 
of malignancy. S. J. SEEGER, M.D. 


HEART AND VASCULAR SYSTEM 


Mills, H. W.: Hydatid Cysts of the Heart; with 
Report of a Case. Surg., Gynec. & Obst., 1922, 
XXXV, 455. 


The case reported was that of a woman 36 years 
of age who was found dead. Autopsy revealed a 
hydatid cyst of the right ventricle 5 cm. in diameter 
which showed the typical laminated cyst wall. No 
daughter cysts or scolices were found. In the sub- 
stance of the right lung on the inner side of the lower 
lobe were four cysts the size of walnuts. The left 
lung was normal. 


whether it can be safely completed is not ideal, but 
will save life in desperate cases. Tinker does not ad- 
vocate the use of radium or the X-ray in the treat- 
ment of hyperthyroidism. S. J. SEEGER, M.D. 


THE CHEST 


A primary hydatid cyst of the heart is formed by 
an embryo which has surmounted both the hepatic 
and pulmonary defences. Because of its location 
this cyst ruptures early. The primary rupture is 
usually not fatal and passes unnoticed. Secondary 
metastases in the lungs or brain result from 
flooding of the venous or arterial circulation with 
hydatid sand, i.e., brood capsules and _scolices. 
Hydatid cyst of the heart has never been diagnosed 
during life. H. A. McKnicut, M.D 


Dshanelidze, I. I.: A Case of Suture of a Puncture 
Wound of the Ascending Aorta (Ein Fall von 
Naht einer Stichverletzung der Aorta ascendens). 
Manuskript, Petrograd, 1922. 


The author’s case represents the first operation 
for puncture wound of the ascending aorta. 

The patient, a laborer 20 years of age, was brought 
into the hospital in an intoxicated condition with a 
large number of incised wounds on various parts of 
his body. His pulse was 92. The heart boundaries 
and dull areas were normal. There was no pneu- 
mothorax or hemothorax. 

The wounds on the temple and wrist were sutured. 
At the left of the sternum, at the level of the first 
intercostal space and the second rib, was a wound 
3 cm. long. When this was held open, a 3-cm. 
bleeding wound of the sternum was exposed. 

The patient’s condition grew progressively worse. 
One hour after admission a peculiar sound was heard 
on auscultation of the heart, respiration was dis- 
turbed, and there was a tympanic sound at the site 
of cardiac dullness. Signs of an accumulation of 
blood and air in the pericardium were noted which 
suggested an injury of a blood vessel within the 
pericardium. The site of the external wound indi- 
cated an injury of the ascending aorta, the pul- 
monary aorta, or the heart. 

The patient was operated upon under ether 
anesthesia eight hours after the injury. The wound 
was enlarged downward and to the teft with the 
formation of a skin and muscle flap and the resection 
of pieces of cartilage from the second and third ribs 
and of a piece of the sternum. The layers of the 
pleura, which were uninjured, were pressed to one 
side with a blunt instrument. The wound wa; 
found to penetrate the fatty tissue of the medias- 
tinum. When the pericardium was split length- 
wise, blood, bubbles, air, and froth were evacuated. 
The right auricle and the site of emergence of the 
aorta were then exposed; on the right the pulmonary 
aorta was visible. On the anterior surface of the 
aorta, 1 cm. from the heart, and situated at an angle 
to the longitudinal axis of the aorta was a wound 
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§ mm. long from which blood flowed in a thin 
stream. When the second suture was attempted 
there occurred from the puncture channel heavy 
bleeding which could not be stopped by tamponade 
for two minutes and led to the formation of a 
haematoma under the adventitia. Two more button 
sutures, which included the hematoma, caused 
complete hemostasis. The sutures in the aorta held 
well. The pericardium was washed out and sutured. 
Uneventful healing followed. During the first few 
days following the operation the temperature went 
up to 38.1 degrees C. The pulse was 1oo-104. At 
the end of four weeks the patient was discharged 
cured. 

The author refers to the work of Perthes published 
in 1897, in which were cited twelve cases of wounds 
of the aorta not followed immediately by death. He 
considers it both possible and necessary, however, to 
treat wounds of the aorta at once. He points out the 
difficulty in diagnosing this type of injury as well as 
injuries of the heart, and states that only the situa- 
tion of the external wound, the peculiar sound, the 
progressive deterioration of the patient’s general 
health, and the respiratory difficulty in the absence 
of signs of injury to the lungs, led him to suspect 
an injury to the organs within the pericardium and 
to operate. 

In the exposure of the heart the author favors 
progressive widening of the channel of the wound 
with resection of the ribs and of as much of the 
sternum as necessary. On the basis of five cases of 
cardiac injury on which he operated with favorable 
results, he recommends complete closure of the 
pericardium and the pleura; if possible, an extra- 
pleural operation should be done. 

In the case of injury to the aorta which is reported 
there were a number of circumstances which favored 
a good result. The wound was small and partly 
protected by a thrombus which prevented severe 
bleeding, the sutures held well, and an extrapleural 
operation was possible. ScHAACK (Z). 


MISCELLANEOUS 


Kessler, E. H.: Diaphragmatic Hernia—Non- 
Traumatic: With a Report of Four Original 
Cases. J. Missouri State M. Ass., 1922, xix, 461. 


Congenital diaphragmatic hernia is infrequent. 
Its clinical history may so simulate that of other 
conditions that it may not be diagnosed during life. 
—- development is probably the primary 
actor. 

The hernial opening may be at any point in the 
diaphragm. The author had two cases with abnor- 
mally large openings for the cesophagus and two 
cases with openings through the dome of the dia- 


phragm. Cases have been reported also in which the 
opening was in the right or left side of the diaphragm. 

Pain is usually present in the chest. The percus- 
sion note is resonant and the breath sounds are 
absent. There may be dyspnoea, regurgitation of 
food, or vomiting. Gastro-intestinal symptoms may 
be absent. The chest shows no change in appear- 
ance. 

The hernia may become partially strangulated. 
Viscera may pass into and out of the thoracic cavity. 
The condition is not fatal unless strangulation occurs. 
The X-ray is the important factor in the diagnosis. 

Few cases are found in the literature. The author 
reviews those reported during recent years. Most of 
them were diagnosed by the X-ray or at postmortem 
examination. 

Case 1. A man, aged 27 years, had always been 
troubled with shortness of breath. This was espe- 
cially noticeable after eating. A feeling of oppression 
or of pain in the epigastric region followed a heavy 
meal or the drinking of a large quantity of fluid. 
There was no history or sign of injury. The chest 
and abdomen appeared normal. The breath sounds 
were absent in the lower left chest. The condition 
was diagnosed as pneumothorax. X-ray examina- 
tion showed an enlarged oesophageal opening in the 
diaphragm and the presence of about half of the 
stomach in the chest. 

Case 2. The patient was a man 29 years of age 
who complained of shortness of breath and irregular 
heart action with pain which was brought on by 
exertion and heavy meals. There was no history or 
sign of injury. The chest and abdomen appeared 
normal. X-ray examination showed displacement 
of the heart toward the right, the presence of about 
one-fourth of the stomach in the chest, and an open- 
ing in the diaphragm 2 in. from the cesophagus. 

Case 3. A man, aged 49 years, complained of a 
feeling of fullness and occasionally an acute pain in 
the epigastrium after meals. The attacks of pain 
were associated with marked dyspnoea. Vomiting 
usually gave relief. There was no history of injury.’ 
X-ray examination showed one-half the stomach in 
the chest. 

Case 4. The patient, a woman, aged 62 years, for 
many years had had a feeling of fullness after eating, 
and retrosternal pain which was relieved by vomit- 
ing. The first meal of the day seemed to cause the 
most severe pain. X-ray examination showed that 
the stomach had entered the chest through the 
cesophageal opening. Under the fluoroscope the 
barium first appeared above the diaphragm and 
caused acute distress. It then began to pass below 
the diaphragm, taking the stomach with it. In 
twenty minutes the stomach was in its normal posi- 
tion. Two years after the operation the patient was 
still in good health. Wa trter C. Burkert, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Behle, A. C.: General Septic Peritonitis and Its 
Treatment. Northwest Med., 1922, xxi, 361. 


The author quotes statistics to show that there 
has been a steady reduction in the mortality of 
general septic peritonitis. 

In ihe treatment, ether may be used as a cleansing 
agent. Its beneficial results depend, not upon an 
antiseptic effect, but probably upon an irritating 
action which, according to Dubs, causes hypere- 
mia, increases peristalsis, and exerts a general tonic 
action. 

Camphorated oil has been injected with the idea 
of preventing rapid absorption. 

In Willis’ opinion acidosis is not an important 
factor in peritonitis. He therefore opposes routine 
alkaline therapy. 

Fromme and Friel believe that the first bacteria 
taken up by the lymph cause coagulation and block 
further passage of bacteria and lymph. Hence 
intestinal nourishment does not enter the blood 
vessels, and rapid exhaustion, dryness of the tongue, 
and great thirst result. These conditions are com- 
bated by the administration of fluid. 

Bolton states that contractions of the diaphragm 
with concomitant changes in the abdominal and 
thoracic pressure favor the lymph flow. Therefore 
posture and drugs affecting respiration and the 
diaphragm are of importance. 

Koch regards the omentum as an important bac- 
tericidal, exudate-forming, and absorbing agent. 
The exudate is protective and possesses bactericidal 
properties. 

In gonococcic peritonitis associated with tubal 
infection operation is contra-indicated. 

The author contrasts present-day treatment with 
that of twenty-seven years ago. Formerly a large 
‘incision, with often a third or fourth incision, was 
made when the surgeon sought for exudate, the 
bowels were turned out, exudate was wiped away 
with gauze, the gut was milked, an enterostomy was 
done or the bowel was punctured to evacuate the 
gas, and the abdomen was irrigated, sometimes 
permanent irrigation being established. These 
procedures took time and sapped the patient’s 
vitality. Convalescence was prolonged and recov- 
ery seldom resulted. 

The treatment given today consists in early 
eradication of the source of infection, a small in- 
cision, and gentle removal of pus and exudate, the 
gut being kept within the abdomen as much as 
possible. In cases operated upon early the abdomen 
is closed, whereas late cases and a walled-off abscess 
are drained. The operation is brief and the quantity 
of anesthetic small. The patient is rested by sleep 
before and after the operation and rapidly regains 
strength. there is less after-treatment, the wound 
heals by primary intention, and the patient is up 


and about in seven to fourteen days. Cathartics are 
avoided when appendicitis is suspected. 

The author makes the following summary: 

When peritonitis is suspected give nothing |y 
mouth and no cathartics; operate as early as possible 
to remove the source of infection; do no more than 
is necessary to eradicate the source of infection, 
and do not damage the peritoneum. In early cases 
do not remove the exudate (coarse foreign material 
due to perforation of the stomach or a large rent in 
the colon should be removed) and do not drain. 
Place the patient in Fowler’s position. Overcome 
toxemia by subcutaneous and rectal infusions of 
normal saline. Overcome dehydration by the rec- 
tal administration of tap water or 5 per cent glu- 
cose and 5 per cent sodium bicarbonate solutions. 
Apply heat over the abdomen by thermophore. 
Support the circulatory system by cardiac stimula- 
tion. If necessary, give morphine to quiet the patient 
and control peristalsis. Watrer C. Burkert, M.D) 


GASTRO-INTESTINAL TRACT 


Oliver, J. C.: Hypertrophic Stenosis of the Pylorus. 
Ann, Surg., 1922, Ixxvi, 444. 


Congenital hypertrophic stenosis was first de- 
scribed in 1788. Perhaps the best of the earlier papers 
on this subject was that published by Hirschsprung 
in 1888. 

The condition must be differentiated from sten- 
osis due to carcinoma, cicatricial contraction follow- 
ing ulcer, hypertrophic gastritis, syphilis, and tuber- 
culosis. 

The case reported by the author was that of a man 
51 years of age who first consulted him in 1919 be- 
cause of symptoms of pyloric obstruction. The X-ray 
revealed pyloric obstruction and dilation of the 
stomach. Gastric lavage also showed marked gastric 
dilation and diminished acidity. On physical exam 
ination the patient was found to be cachectic. The 
abdomen was distended in its upper half and a small 
hard mass was palpable to the right of the midline at 
the level of the umbilicus. When the abdomen was 
tapped, periodic waves moving from the left to the 
right could be seen distinctly. The condition was 
diagnosed as carcinoma. 

At operation a smooth annular thickening about 
the consistency of cartilage was found at the pylorus. 
There was no involvement of the mesenteric glands 
and no nidus of cicatricial scars. The stomach was 
enormously dilated and the pyloric orifice tightly 
contracted. A typical Rammstedt operation was 
decided upon. A longitudinal incision made in the 
pylorus down to the mucosa relieved the stenosis 
immediately. 

Following the operation the patient at once began 
to improve. To date he has gained 40 lbs. All gastric 
symptoms have disappeared. The treatment in this 
case differs from that employed in other cases re 
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ported in that only a Rammstedt operation was 
performed while in the others a posterior gastro- 
enterostomy was done. I. E. Bisoxow, M.D. 


Graham, E. A.: Surgical Treatment of Syphilis 
of the Stomach. Ann. Surg., 1922, Ixxvi, 4409. 


It has been only recently that gastric syphilis 
has been recognized with any frequency, this be- 
ing due largely to the Wassermann test and the 
development of gastric roentgenology. In the ma- 
jority of instances, however, the diagnosis has been 
based on more or less indirect findings such as the 
association of suspicious lesions with a positive 
Wassermann reaction, marked deformities of the 
stomach shown by the X-ray but without the cor- 
responding cachexia and anemia of cancer, etc. 

Graham has been unable to discover in the liter- 
ature a case of gastric syphilis in which the spiro-. 
chetes were demonstrated. He does not discuss the 
diagnosis but in this connection refers to articles by 
Mills and Eusterman. The surgical complications 
include all those incident to ordinary peptic ulcer 
and those due to scar formation in the healing 
process. The most common conditions are stenosis 
of the pylorus, hour-glass formation, and other con- 
ditions due to perigastric adhesions, etc. Perfora 
tion and hemorrhage have also been recorded. 

The literature reports thirty-two cases of gastric 
syphilis which have been operated upon. Gastro- 
enterostomy was done in seventeen cases and re- 
section of the pylorus in four. The procedure in the 
rest is not stated. Because the data are incomplete 
or unsatisfactory, the results cannot be interpreted 
accurately. In general the cases were markedly ben- 
efited and there were only two deaths, one from 
nephritis and the other on the third day after opera- 
tion. Equally good results were given by resection 
and by gastro-enterostomy. 

The author reports three cases of apparently 
definite gastric syphilis which he has treated; two 
of them presented a type of lesion regarding which 
little is known. These are the cases in which 
there is moderate thickening of the entire stomach, 
which is reduced in size, and absence of pyloric 
stenosis and gross deformity, such as hour-glass 
formation and extensive perigastric adhesions. The 
symptoms consist of vomiting, pain, loss of weight, 
etc. Two cases had positive Wassermann reactions. 
In one case nothing was done, but in another a 
gastro-enterostomy was made with some relief. In 
the other case, with definite pyloric obstruction, a py- 
lorectomy was done with entire relief of symptoms. 

In those cases of generalized sclerosis of the 
stomach without organic stenosis of the pylorus or 
hour-glass formation, the benefit to be derived from 
surgery is doubtful. In the other cases, resection of 
the pylorus gave uniformly good results when 
stenosis was present, while gastro-enterostomy was 
frequently followed by only slight or temporary 
improvement. Graham concludes that, on the basis 
of present experience, pylorectomy is the better 
procedure. O. S. Proctor, M.D. 


Scudder, C. L.: Gastric and Duodenal Ulcer. nn. 
Surg., 1922, Ixxvi, 470. 

This article is based on 310 cases of chronic ulcer 
of the stomach and duodenum treated by opera- 
tion. 

In the 171 cases of gastric ulcer the immediate 
mortality was 7.6 per cent. 

The remote results in 108 cases are known. 
Ninety-nine of these patients are practically well, 
while nine report symptoms similar to those pre- 
ceding treatment. The length of time since the 
operation in these cases is as follows: one year, 
nineteen cases; two years, twenty-five cases; three 
years, thirty-three cases; four years, ten cases; 
five years, eight cases; six years, three cases; seven 
years, seven cases; eleven years, one case; fourteen 
years, one case; and sixteen years, one case. 

The operative procedures were: gastro-enteros- 
tomy, forty-seven cases; excision alone, six cases; 
excision and gastro-enterostomy, thirteen cases; 
cautery and gastro-enterostomy, fourteen cases; 
sleeve resection, three cases; gastrogastrostomy, one 
case; pyloroplasty, one case; division of adhesions, 
two cases; and partial gastrectomy, twenty-one 
cases. 

In the 139 cases of duodenal ulcer the postopera- 
tive mortality was 6 per cent. 

The remote results in ninety-four cases are known. 
Eighty-eight of the patients were well. The time 
elapsed since the operation ranged from eight to 
ten years. 

The operative procedure used in the duodenal 
cases consisted in infolding of the ulcer, the applica- 
tion of omentum to the peritoneal surface of the 
ulcer, and a posterior gastro-enterostomy. 

The general mortality for the entire group of 310 
cases was 6.7 per cent. I. E. Bisuxow, M.D. 


Crile, G. W.: Gastric and Duodenal Ulcer and 
Cancer. Ann. Surg., 1922, Ixxvi, 467. 


Of 761 cases of lesions of the stomach and duode- 
num treated at the Cleveland Clinic and on the 
Lakeside Surgical Service, data on 560 are available. 
These include 189 cases of carcinoma of the stomach, 
five cases of carcinoma of the duodenum, two cases 
of sarcoma of the stomach, 159 cases of ulcer of the 
stomach, 200 cases of ulcer of the duodenum, and 
five cases of tumors of the stomach (undifferen- 
tiated). 

In the early cases of this series the mortality 
was high, but with improved technique and man- 
agement, especially pre-operative care, the mor- 
tality in the last 108 cases of gastro-enterostomy 
and resection was 2.8 per cent. In simple gastro- 
enterostomy the mortality was less than 1 per 
cent. 

Of the 560 cases, 450 came to operation. The 
operations were as follows: eighty-one two-stage 
and temporizing operations, 302 gastro-enterosto- 
mies, and forty-eight resections of the stomach. 
Information has been obtained regarding 325 pa- 
tients as follows: 
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PATIENTS LIVING AFTER OPERATION FOR DUODENAL AND GASTRIC CANCER AND ULCER 


= Under | One to Twoto | Three to 
Condition one | two three five Over five years Total 
year years years years 
Carcinoma of stomach................ 15 13 I 35 
including 
1 for 10 years 
1 for 14 years 
1 for 16 years 
Pest 2 for 20 years 
Carcinoma of duodenum.............. I I 1 for 10 years 3 
27 19 2 5 17 7o 
10 red —_ 5 to 10 years 
or from to to 15 years 
Ulcer of duodenum................... 62 27 2 : 27 vid 119 
23 forfrom 5 to 10 years 
. 4 for from to to 12 years 
(Length of life undesignated.......................- 1) 


PATIENTS DYING AFTER LEAVING HOSPITAL 


Carcinoma of the stomach—33 deaths. 
Less than year......... 23 (including 11 inoper- 


able cases) 
I 
2 
Not known............. 7 (including inoper- 
able cases) 
Ulcer of the stomach—6 deaths. 
Less than 1 year......... 2 
I 
Not known...... ...... 3 (including inoper- 
able case) 
Ulcer of the duodenum—1o deaths. 
Less than 1 year......... I 
More than 5 years....... 2 
Not known............. 7 (including 2  inoper- 
able cases) 


To a questionnaire sent to all patients operated 
upon more than one year ago, sixty-six replies 
were received. Eighty-two per cent reported that 
their symptoms were relieved, 85 per cent stated 
that they were able to resume their normal work 
in less than six months after the operation, 65 
per cent have required no care for ‘stomach 
trouble” since their operation, 22 received some 
postoperative treatment, 2 reported subsequent 
operative treatment, 31 had gained in weight from 
3 to 62 Ibs., and 7 had had a definite loss in weight. 

The study led to the following conclusions: 

1. The operative mortality is now reasonably 
ow. 

2. The body as a whole, the presence of focal 
infection or auto-intoxication, and the patient’s work, 
habits of eating, and food should be considered as 
well as the local ulcer. 

3. The results of treatment are better in cases of 
duodenal ulcer than in cases of gastric ulcer. 

4. Vicious circle is no longer seen. 

5. The development of peptic ulcer is dependent 
upon the curative effect of the treatment. It is a 
part of the disease rather than a result of the 
operation. 

6. In general, the Sippy treatment should be 
tried first in the acute caes. If this does not give 
definite improvement in two weeks, operation 
should not be further delayed. 

I. E. Bisaxow, M.D. 


Perman, E.: Investigations on the Histology and 
Healing of Gastric and Duodenal Ulcer (Unter- 
suchungen ueber die Histologie und die Heilungs- 
verhaeltnisse des Magen- und Duodenalgeschwuers). 
Acta chirurg. Scand., 1922. lv, 286. 


In a very recently published work on the histology 
of gastric ulcer Askanazy contradicts the theory 
advanced by Rokitansky and Hauser that the heal- 
ing of the ulcer is due to shrinkage of the surrounding 
newly formed connective tissue which causes the 
edges of the mucosa to approach each other and 
finally to coalesce. Askanazy distinguishes four 
layers in the structure of the tissues around the 
ulcer: (1) the exudate, (2) necrosis, (3) the granula- 
tion tissue, and (4) the cicatricial layer. He believes 
that in the process of healing the granulation layer 
is of chief importance. Nissen and Nicolaysen con- 
firm this view. Askanazy and Nicolaysen also 
found the changes in the nerves surrounding the 
ulcer which had been described previously by 
Perman, namely, division of the nerves by the 
ulceration and perineuritic and neuritic changes. 

Perman’s material consisted of resected speci- 
mens and excised ulcers. Autopsy material is value- 
less. The Van Gieson stain is especially well suited 
for the demonstration of connective tissue. Not 
every ulcer shows all of the four layers. 

The innermost layer (exudate) appears as a 
structureless zone filled chiefly with cell nuclei from 
leucocytes and formed by shed necrotic tissue, trans- 
formed fibrin, migrated cells, gastric epithelium, and 
gastric contents. 

The necrotic layer consists of necrotic unshed 
tissue; when there is necrosis of the fibrillary con- 
nective tissue, intact, red-stained connective-tissue 
trabeculz are visible. 

The granulation layer consists of loose granula- 
tion tissue formed by young fibroblasts and contains 
wide, newly-formed capillaries which usually run 
straight and toward the ulcer; there is also an abun- 
dant infiltration of inflammatory cells, mostly lym- 
phocytes, but also some leucocytes. This layer may 
have a level border or may show granulations pene- 
trating into the ulcer. The surface of the granula- 
tion layer may be necrotic or normal and covered 
only by a layer of exudate. In the latter case the 
layer of necrosis is entirely absent, but it may have 
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separated and fallen off during or after the oper- 
ation. Only a few cases showed the entire base 
of the ulcer covered by the granulation layer; the 
laver may be partly or completely absent. 

In the outward direction the granulation layer 
undergoes transition into the cicatricial layer which 
usually consists of dense, fibrillary connective tissue. 
This is the largest ulcer layer and forms the true 
ulcer tumor or induration. If the granulation tissue 
covers the base of the ulcer, the cicatricial zone is 
permeated by delicate vessels. The cicatricial zone 
often shows an accumulation of phagocytes, usually 
lymphocytes and plasma cells. As a rule the leuco- 
cytes are few in number. 

There are two main types of ulcers, viz., those 
with and those without the typical granulation 
tissue. Of twenty-three gastric ulcers, thirteen 
belonged to the first group and ten to the second. 

The healing of an ulcer proceeds as follows: 

Young, multicellular connective tissue first forms 
around the acutely developed lesion, the deeper parts 
of which are transformed, when the ulcer heals, into 
fibrillary connective tissue. The portion toward the 
ulcer is changed into a granulation layer; in older 
ulcers which are surrounded by older fibrillary con- 
nective tissue a granulation layer forms on the inner 
side of this connective tissue and then grows into 
the ulcer cavity, whereas the newly-formed fibrillary 
connective tissue of the granulation layer is trans- 
formed into the cicatricial layer. In this way a large 
concentric filling of the ulcer results and is seen 
roentgenologically during the course of internal 
treatment (Oehnell). According to the microscopic 
picture, the greatest tendency toward healing is at 
the periphery of the ulcer. With the filling-in of the 
defect and following it, the newly-formed connective 
tissue of the base of the ulcer is covered by the 
epithelium growing out from the edges of the 
mucosa. This occurs only if the granulation tissue 
covering the base of the ulcer is normal at least at 
the periphery, as epithelium cannot grow over 
necrotic tissue. The absence of thickening of the 
gastric wall at the site of the scar after the healing of 
the ulcer is explained by the gradual disappearance 
of the excess connective tissue. 

The most important factor in the healing of gastric 
ulcer is the new formation of connective tissue by 
the granulation layer in the base of the ulcer. It is 
hardly imaginable that a thick deposit of dense 
fibrillary connective tissue surrounding an ulcer 
should shrink any further or that a callous gastric 
ulcer becomes obliterated merely by shrinkage of 
the surrounding connective tissue. The possibility 
that such an ulcer may become healed cannot be 
denied, however, as it is not unusual to see a patient 
with an ulcer found penetrating at the time of 
operation become entirely free from symptoms after 
gastro-enterostomy and remain well for a long time. 

The differentiation of the two main types of ulcer 
with the microscope is of clinical interest. The 


presence of granulation tissue shows a tendency to 
healing. In cases in which the entire ulcer surface 


or a large part of it is covered by granulation tis- 
sue the tendency to heal is good, and when the 
granulation is missing the tendency to heal is poor. 
A wide necrotic layer shows that the ulceration is 
in the process of rapid progression. 

The comparison between the histologic picture 
and the history of the case, particularly with regard 
to the duration and periodicity of the disease, is of 
great importance. No conclusions can be drawn as 
to the duration of the clinical symptoms from the 
size of the ulcer crater and the tumor ulcer. Granu- 
lation tissue is seen in the base of the ulcer whether 
its duration has been long or short. In three cases 
reported the ulcer tumor consisted chiefly of young, 
newly-formed connective tissue and therefore had 
probably been formed during the last exacerbation. 
The presence of old connective tissue in the lateral 
portions of the tumor makes it very probable that 
the ulcer found at operation originated in the base 
of an older and more or less healed ulcer. The his- 
tories were of several years’ duration, but the ulcers 
developed during a relatively short period of time. 
These three cases, and the fact that not rarely 
abundant granulation tissue is found in the ulcer in 
spite of the expected unfavorable histologic picture 
furnish a pathologico-anatomical basis for the view 
that in a number of cases the ulcer heals more or less 
completely during the symptomless interval and 
that a new ulcer is responsible for the new symptoms. 

The duodenal ulcer behaves similarly to the gastric 
ulcer. In three of five cases granulation tissue was 
completely absent; in the two other cases it wa 
present in a few areas, but only in small amounts 
Both gastric and duodenal ulcers were found in 
eight cases. These are characterized by acute in- 
flammatory changes: viz., oedema, the infiltration of 
leucocytes, and the new formation of connective 
tissue. As a rule they show a broad necrotic layer. 

None of the perforating ulcers showed granulation 
tissue of the same type as that found in non-per- 
forating ulcers. Usually these were surrounded by 
a marked leucocytic infiltration. The distant tissues 
also showed large numbers of leucocytes, especially 
in and around the blood vessels. The connective- 
tissue formation is most abundant in the subserosa 
where often a marked deposit of newly-formed 
cedematous tissue consisting of young fibroblasts is 
seen. A frequent finding is oedema and fragility of 
the tissue around the ulcer. 

The severity of the acute inflammatory changes 
has no definite relationship to the time which 
elapsed between the perforation and the operation. 
The acute inflammatory changes are not the result 
of peritonitis due to perforation, but are caused by 
the ulcerating process and show that this was under- 
going a relatively rapid progression when the per- 
foration occurred. The tissues around a perforated 
ulcer may show either acute changes alone or both 
acute and chronic changes. ‘i‘he histologic picture is 
exceedingly variable, depending upon the conditions 
under which the ulcer perforates. It differentiates 
the presence of the frequently severe, acute inflam- 
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matory changes from the picture usually seen in non- 
perforating ulcers. With perforation there is often 
a new, acutely developed ulcer or relatively rapid 
progression of the ulcerating process in a previously 
existing unhealed ulcer. A tendency of the ulcer to 
recur is also seen, and frequently a recurrence at the 
site of an old scar is demonstrable. 
L. Neuwe tt, M.D. 


Van Hook, W.: The Problems and the Progress of 
Gastric Ulcer Surgery. Med. Press, 1922, ns. 
CXiv, 369. 

In Paterson’s opinion the important factor in 
ulcer healing after gastro-enterostomy is the dis- 
charge of alkaline juices into the stomach. He states 
that pyloric occlusion is unnecessary with gastro- 
jejunostomy and that gastro-enterostomy, if a 
physiological operation, is as effective treatment for 
ulcers of the body of the stomach as for pyloric 
ulcers. 

Bruett of the Hamburg Clinic states that both 
remote and immediate operative results should be 
taken into account when the indications for and the 
method of operation are considered, and that a 
callous ulcer at a distance from the pylorus, even 
when it does not penetrate, should be treated by 
transverse resection, a procedure which produces 
more normal gastric relations. The mortality of 
transverse resection is nearly the same as that of 
gastro-enterostomy but the late results are better. 
Billroth’s second method should be used only when 
transverse resection is impossible and there is a con- 
siderable difference in the width of the gastric stumps. 

In cases of ulcer near the pylorus and cases of 
cicatricial pyloric stenosis gastro-enterostomy may 
be employed and occasionally may be combined 
with pyloric closure. 

Opposition to transverse resection is based chiefly 
on its mortality. Von Haberer, however, has report- 
ed roo gastric resections by the first Billroth method 
‘in which there were no deaths and satisfactory 
functional results were obtained. He believes that 
this procedure more closelys meets the physiological 
requirements than other operations. Thus far there 
has been no recurrence of ulcer in his cases. 

Gastro-enterostomy seems to cure a large number 
of cases. Kocher believes that a correctly placed and 
a properly functioning gastro-enterostomy is perma- 
nent and that in the majority of cases the ulcer 
heals and the formation of new ulcers is prevented. 
Wilensky and Crohn advise against gastro-enteros- 
tomy in the absence of pyloric stenosis. 

The Mayo Clinic employs local excision of the 
ulcer or cauterization of its base. 

Von Eiselsberg states that gastro-enterostomy is 
especially satisfactory in cases of pyloric obstruction. 
He calls attention, however, to the relative fre- 
quency of peptic ulcer of the jejunum after gastro- 
enterostomy in cases presenting insufficient objective 
findings. Von Eiselsberg’s pyloric exclusion com- 
bined with gastro-enterostomy promptly corrects 
the ulcer hemorrhages but is followed more fre- 


quently by recurrence than simple gastro-enteros- 
tomy. After transverse resection of the stomach for 
ulcer in sixty-four of von Eiselsberg’s cases there 
was a recurrence of the ulcer in nine, and in four of 
these a second operation was necessary. Von Eisels. 
berg confirms von Haberer’s statement that Bill 
roth’s first method gives successful results and has a 
low mortality. 

To reduce the acid-forming area of the stomach 
various methods have been employed, such as exten- 
sive resection of this portion, pylorectomy, reefing 
or in-folding of the wall, and section of the gastric 
wall down to the mucosa around the ulcer-bearing 
area to decrease the activity of the glands. 

Roux and Métraux emphasize the gravity of 
extensive pylorogastrectomy as compared with 
simple gastro-enterostomy. 

The author does not favor the Heinecke-Mickulicz 
method or the Finney pyloroplasty for gastric ulcer. 

The Germans attribute especial importance to the 
changes in the nerve and blood supply caused by 
resection of the outlet of the stomach. 

The author states that gastro-enterostomy favors 
healing by improving the gastric conditions but has 
no direct curative effect. Therefore after this opera- 
tion the patient must be kept under observation. 

His conclusions are summarized as follows: 

1. Intelligent patients should be told that second- 
ary operations are sometimes necessary to give the 
best chances for recovery by the least radical methods. 

2. Gastro-enterostomy is applicable to cases of 
ulcer near the pylorus with symptoms of obstruc- 
tion if the patient is well cared for afterward. 

3. Partial pylorogastrectomy by the first Bill- 
roth method has a place in the treatment of callous 
ulcers, ulcers remote from the pylorus, multiple 
ulcers, and cases complicated by perforation and the 
penetration of adjacent organs. 

4. Gastro-enterostomy is suitable also for other 
types of ulcers. In such cases, however, failure to 
secure full relief may necessitate a subsequent radi- 
cal operation such as a Billroth I resection. 

5. Conservative methods may be better for both 
the patient and the surgeon. 

Water C. Burket, M.D. 


Woolsey, G.: Choice of Operation for Gastric Ulcer. 
Ann. Surg., 1922, Ixxvi, 476. 

This article is based on a series of fifty-seven con- 
secutive cases of gastric ulcer operated upon by the 
author. Cases of acute or chronic perforation are not 
included. The operations performed were of five 
types, viz.: gastro-enterostomy, excision, mesogastric 
resection, resection by the Billroth II method, and 
resection by the Pélya method. 

Simple gastrojejunostomy was done in nineteen 
cases, with good results in 80 per cent. 

In some cases the pylorus was excluded but the 
results were no better than when this was not done. 
Therefore it was discontinued. 

In eight cases in which the ulcer was resected good 
results were obtained in 80 per cent. In most in- 
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stances a gastro-enterostomy also was performed. 
When the ulcer is not too far from the pylorus the 
author favors resection. 

In nine cases a resection was done. As these were 
the worst types of gastric ulcer, the results were not 
so satisfactory. Thirty-three per cent of the patients 
are well and thirty-three per cent are better. 

Eight cases were treated by the Billroth II oper- 
ation. There were four deaths. 

The Pélya resection was performed in thirteen 
cases, with good results in 91.6 per cent. 

For ulcers 3 to 4 in. from the pylorus the choice 
lies between resection and excision. 

lor ulcers near the pylorus or 3 in. from the pylo- 
rus the author favors the Pélya method. 

If the operation is done in two stages or a gastro- 
cnterostomy has been done previously, the Billroth 
IL method is the rational procedure. 

For ulcers at or close to the pylorus, especially 
those which cause stenosis, a posterior gastro- 
enterostomy is the simplest and safest operation. 

Because of the possibility of cancerous degenera- 
tion of a gastric ulcer, resection or excision of the 
lesion is ideal unless the operative risk is greatly 
increased by the general or local condition. 

I. E. BisHxow, M.D. 


Stenglein, M.: The Treatment of Callous Gastric 
Ulcer by Transventricular Excision by the 
Kraske Method (Behandlung des calloesen Magen- 
geschwuers durch transstomachale Excision nach 
Kraske. Beitr. z. klin. Chir., 1922, cxxvi, 400. 


As the etiology of gastric ulcer has not yet been 
determined and as there are so many contradictory 
views regarding it, the surgical treatment must 
depend upon the indications in the individual case. 
The operation should always be as conservative as 
possible and as radical as necessary, and particular 
care must be taken to avoid injuring the important 
vessels and nerves of the lesser curvature. 

The author reports a series of cases in which 
an ulcer on the posterior wall and the lesser 
curvature of the stomach was exposed through an 
opening in the anterior wall of the stomach accord- 
ing to the Kraske method and removed without 
opening of the posterior wall. Following the excision 
of the ulcer the wound was cauterized and the mus- 
culature and mucous membrane were joined with 
deep sutures. Gastro-enterostomy was performed 
only when it appeared that the ulcer had a mechani- 
cal effect on the pylorus by reason of its situation. 
In recent cases entrance has been gained to the 
stomach through the posterior wall after division of 
the gastrocolic ligament. 

The application of clamps to the stomach does not 
appear to be essential for asepsis. By proper lavage 
of the stomach before operation, by the aspiration 
of escaping gastric juice with an air-pump during the 
operation, and by careful packing of the vicinity the 
escape of gastric contents into the abdominal cavity 
can be prevented. In Stenglein’s opinion the applica- 
tion of intestinal clamps may be a causative factor 


in the development of peptic jejunal ulcer. In his 
own cases in which clamps have not been used there 
has been no instance of peptic jejunal ulcer in the 
last ten years. 

In the fourteen cases of this type which were 
operated upon (only those with perforated ulcers of 
the posterior wall and lesser curvature) there were 
two deaths fqllowing operation, one on the nine- 
teenth day from embolism, and the other on the 
fourth day from pleurisy consequent on the anes- 
thesia. The latter was that of a patient who was 67 
years old. Among the other twelve cases there were 
six complete cures, five recurrences, and one case in 
which an ulcer could not be discovered although 
the patient constantly complained of symptoms. In 
the cured cases gastro-enterostomy was performed in 
two, gastrostomy in one, gastroplasty in two, and 
excision of the ulcer only without any other operation 
in one. In all of the cases of recurrence excision of 
the ulcer alone was done; in one of these cases a 
gastro-enterostomy performed later gave permanent 
relief from pain. 

It appears therefore that the results of trans- 
ventricular excision of the ulcer according to the 
Kraske or Meisel method are better when this 
operation is combined with gastro-enterostomy. On 
the basis of his own experience the author can recom- 
mend transventricular excision as an emergency 
operation but not as the method of choice for ulcers 
of the posterior wall. He believes that the most im- 
portant cause of recurrence is the entirely inade- 
quate loosening and mobilization of the posterior 
wall and, above all the continuance of the circulatory 
disturbance which is increased by the suture. 

(Z). 


Peterson, E. W.: Acute Intestinal Obstruction in 
Infancy and Childhood; a Brief Review of 
Fifty-Five Cases. Surg., Gynec. & Obst., 1922, 
XXXV, 436. 


Peterson reviews fifty-five cases of intestinal ob- 
struction in fifty-three young subjects. Cases of 
imperforate anus, congenital atresia or stenosis, 
and strangulated external hernia have not been 
included. 

Acute intestinal obstruction is the most serious 
surgical affection of the abdomen in early life. Most 
other surgical conditions tend toward spontaneous 
recovery. It is generally accepted that the lumen of 
the obstructed bowel contains a toxin which, when 
injected intravenously into a normal animal, causes 
the symptoms of intestinal obstruction, and that 
certain chemicals are developed as the result of 
protein disintegration which cause the symptoms 
present in acute intestinal obstruction, namely the 
fall in blood pressure, temperature disturbances, 
vomiting, diarrhoea, derangement of kidney function, 
high non-protein blood nitrogen, profound conges- 
tion of the duodenal and jejunal mucosa, and 
collapse which sometimes result in death. 

In the fifty-five cases the obstruction developed 
in infants in forty-three, and in children (from 
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twenty months to 11 years) in twelve. There were 
twice as many males as females. Intussusception 
was the responsible factor in forty-six cases. In 
the others the condition was due to early post- 
operative band or adhesion obstruction, late post- 
operative band or adhesion obstruction, band or 
adhesion obstruction without previous operation, 
tumor obstruction, mesenteric thrombosis, pressure 
obstruction, or foreign body obstruction. 

Intussusception is pre-eminently an affection of 
infancy and early life. Thirty-nine of the patients 
whose cases are reviewed were infants from six 
days to thirteen months old and seven were children 
from twenty months to 8 years of age. Thirty were 
males and fourteen were females. The cardinal 
symptoms are pain, shock, vomiting, mucohem- 
orrhagic stools, and abdominal tumor. The patho- 
logic process consists in invagination, circulatory 
stasis with exudation and cedema, infection, in- 
flammation, and gangrene of the intussusceptum. 
Ileocolitis, uncomplicated abdominal purpura, and 
spastic colitis must be ruled out. 

Pain was present in all cases and some degree of 
shock in most of them. Vomiting occurred in every 
case. When vomiting occurs early it is indicative 
of circulatory strangulation. Mucohemorrhagic 
stools and a palpable tumor were both present in 
95 per cent of the cases. Early operation is the 
safest, simplest, and only certain plan of treatment, 
and gives almost uniformly good results in all types 
of cases regardless of the age of the patient. Accord- 
ing to the classification of Clubbe, the varieties were: 
enteric, three; ileocecal, thirty-one; enterocolic or 
double intussusception, eight; and colic, two. 

In the majority of cases no definite causative 
factor was found. In two cases the responsible factor 
was a Meckel diverticulum; in another, a congenital 
tumor of the caecum; and in several instances ap- 
pendicitis. The author has made it a rule always to 
remove the appendix, believing that occasionally 
appendicular irritation induces the spasm and 
brings about the invagination. 

There was recurrence in two cases. In one, the 
intussusception returned at the same site. In the 
other, adhesions necessitated a second operation, 
and still later another intussusception required re- 
duction. 

There was but one successful reduction without 
laparotomy. When reduction was accomplished, 
the mortality was 21.5 per cent. Excluding the 
deaths not due directly to the intestinal obstruction 
or its surgical treatment, the mortality drops to 
10.7 per cent. The longest interval between the 
onset of the condition and successful reduction was 
four days, and the shortest, five hours. All patients 
seen within forty-eight hours of the onset recovered. 
In the cases requiring resection the mortality was 
72.4 per cent. Recovery in a case developing an 
infarct after resection is rare. 

The most important factor in the treatment of 
intestinal obstruction is early operation. Finney 
says it is more important to perform the operation 


early than well. A two-stage operation will often 
prove successful when a single procedure may resu/t 
in failure. A local anesthetic is the anesthetic of 
choice in many cases. O. S. Proctor, M.D. 


O’Conor, J.: Acute Intestinal Obstruction. /;:/. 
M.J. 1922, ii, 598. 


The general symptoms in intestinal obstruction 
are frequently delusive as regards the amount o/ 
systemic poisoning and shock which has taken place. 
Early operation without eventration, undue mani)- 
ulation, or prolonged anesthesia offers the best 
chances of recovery. 

The location of the incision is extremely impor- 
tant. ‘The author has found that when the area of 
involvement is not indicated by the history, the 
obstruction will usually be found in the ileocecal 
region. In such case the incision is made along the 
lower portion of the right semilunar line. As a rule 
such an incision obviates too much handling of the 
bowel. 

When a complete circle of bowel is gangrenous a 
lateral anastomosis is done, the gangrenous bowel is 
incised, and the intestinal contents are emptied into 
a pus basin. A catgut ligature is then tied around 
each portion of bowel, the gangrenous portion is cut 
away, the stumps are inverted, and the catgut purse- 
string sutures are tied. 

When a narrow band of gangrene has resulted 
from obstruction, stay sutures are inserted over the 
gangrenous band, the bowel is cut through and 
evacuated, and a continuous Lembert suture is 
placed about the incised bowel. 

In doubtful cases in which the band of gangrene is 
wide a crucial incision is made in the gangrenous 
area, the intestinal contents are evacuated, the four 
gangrenous flaps are excised, and the interior of the 
bowel is inspected. If there is no angulation the 
bowel is reunited by a continuous Lembert suture. 

In acute colic obstruction the outlook is very 
grave because of the enormous distention. 

Through a right vertical incision the hand sweeps 
down to the right iliac fossa and at the lower portion 
of the sacculation of the cecum a small incision is 
made in the abdominal wall. The cecum is then 
pulled through this opening and_ through-and- 
through sutures previously introduced at the ver- 
tical incision are tied. The cecum is sewed to the 
incision, incised, and evacuated. The later operation 
is then performed according to indications. 

In conclusion the author states that if greater care 
was taken in the peritonization of the stumps and 
raw surfaces at operation, the number of cases o! 
intestinal obstruction would be greatly decreased. 

I. E. Bisoxow, M.D. 


Smith, R.: Intestinal Foci of Infection. Avy. 
Surg., 1922, Ixxvi, 515. 

The author believes that chronic arthritis origi- 
nates from a focal infection in the intestinal tract 
due to the failure of some part of the ileocecal coi! 
to empty itself properly. 
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X-ray examination of over 100 cases of chronic 
arthritis has shown a uniform picture of a congenital 
mobile cecum. By a reduplication of peritoneum 
from the right colic artery to the parietal peritoneum 
over the right kidney, the colon is rotated and folded 
so that an hour-glass appearance is produced, with 
a thin-walled, toneless caecum which does not empty 
itself. This inert sac ultimately becomes a culture 
medium for various bacteria, chiefly streptococci. 

Stool examination in thirty cases has shown 
amoebe and flagellate protozoa. Perhaps these or- 
ganisms play a secondary réle in the infection by 
furnishing culture media for bacterial growth, and 
by their passage through the mucous membrane 
make a portal of entrance. Ely found amaba 
histolytica in the head of the femur removed in a 
case of arthritis deformans. 

In 1915 the author reported fourteen cases of 
chronic arthritis operated upon for the removal of 
intestinal foci of infection. Two of the patients 
have died, four are untraced, three are no better, 
one has an arrest of the disease but is unable to 
walk on account of joint fixation, and four are 
restored to normal activity. 

Of the patients whose cases are reported in this 
article, thirty were operated upon before 1917. Ten 
who were bedridden and helpless when operated 
upon are now able to work with their hands and are 
self-supporting. In these cases a partial colectomy 
or ileosigmoidostomy was done. 

In thirty-eight cases operated upon since June, 
1920, there were eight Mayo colectomies on the 
right side, two ileosigmoidostomies, and twenty- 
eight plastic operations on the ileocecal coil designed 
to restore cecal function and do away with the sac. 
There was temporary alleviation of the symptoms 
of pain, swelling, and joint immobility. Following 
the use of restricted diet, liquid paraffin, and ab- 
dominal support, there was progressive improve- 
ment. The joints became amenable to orthopedic 
treatment as soon as the pain subsided. Operations 
and manipulations may be carried out without fear 
of lighting up another attack of acute inflammation. 

The most striking immediate results follow re- 
moval of the right colon together with daily 
hypodermoclysis of 1,000 c.cm. of saline solution 
until the quantity of urine increases from 1 to 2 
liters, which occurs about the tenth day. In forty- 
cight to seventy-two hours the swelling and pain 
disappear and the joints become movable. When 
the quantity of urine reaches normal, the joint 
symptoms recur. 

_After the release of constricting bands or the 
division of a Lane kink, recurrence may be pre- 
vented by the interposition of tissue or the use of 
free omental grafts to cover all the denuded surfaces. 

lhe author concludes that chronic polyarthritis 
may be the result of a focal infection in the ileo- 
c«cal coil and that a case of arthritis calls for careful 
investigation of the gastro-intestinal tract, especi- 
ally the mobility and motility of the ileocecal coil. 
li a pocket is found the treatment should consist 


in an abdominal operation to correct the faulty 
mechanical conditions and to restore the function 
of the cecum, a prolonged medical régime to restore 
the normal intestinal flora, and orthopedic pro- 
cedures to restore joint function. 

Watter C. Burkert, M.D. 


Hildenhagen, M. A.: Two Cases of Rare Diseases 
of the Rectum (Zwei Faelle seltener Erkrankungen 
des Mastdarms). Westnik Chir. i pogran. oblastei, 
1922, i, 65. 

Case 1 was that of a woman 46 years old who had 
a palpable, hard, and very painful infiltration with 
an ulcerous base in the ampulla of the rectum. The 
Wassermann reaction was negative. Carcinoma of 
the rectum was suspected and an artificial anus was 
formed. The operation was followed by regression 
of the infiltration and its complete disappearance in 
a few weeks after a course of anti-syphilis treatment. 
This was therefore a case of gumma of the ampulla of 
the rectum. 

Case 2 was that of an unmarried woman 50 years 
old who had been castrated and subjected to pro- 
phylactic radium treatment per rectum because of a 
carcinomatous cystoma of the ovary. A _ hard, 
deeply penetrating ulcer of the rectum developed 
which clinically resembled a carcinoma but on biopsy 
was recognized as an inflammatory radium ulcer. 

Petrow (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Drennan, J. G.: Bacteriology of the Gall-Bladder. 
Ann. Surg., 1922, lxxvi, 482. 


This study is based on 1oo unselected gall-blad- 
ders removed at the Mayo Clinic. Cultures were 
made of the fluid contents, which consisted largely 
of mucus, serum, blood, and degenerated epithelial 
and pus cells and in no way resembled pure bile. 
Infected fluids were found in only 19 per cent of the 
cases. The organism was the bacillus coli in 12 per 
cent, the staphylococcus aureus in 4 per cent, the 
streptococcus hemolyticus in 2 per cent, and a non- 
pigment-forming sarcina in 1 per cent The possi- 
bility of obtaining cultures from gall-bladder fluids 
is dependent upon the amount of inflammatory 
exudation acting as a diluent. 

From the experiments reported it seems permis- 
sible to assume that the growth of bacteria will not 
take place in pure bile. To demonstrate this, a 
series of tests was made with various dilutions of bile 
inoculated with different types of bacteria. Eighteen 
organisms were inoculated into 10, 70, 80, go, and 
100 per cent glucose bouillon, and controls in 1 per 
cent glucose bouillon were made. These organisms, 
with the exception of the non-pigment-forming sar- 
cina, grew well in the control, and in 10 per cent 
and 70 per cent ox gall. In 80 per cent ox gall only 
33 per cent of the organisms showed growth, and in 
go per cent ox gall, only 5.5 per cent. In the pure ox 
gall there was no growth. : 
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Gatewood and Poppens, P. H.: Cholecystenter- 
ostomy from an Experimental Standpoint. 
Surg., Gynec. & Obst., 1922, XxXxv, 445. 


Nussbaum is believed to have been the first to 
suggest the operation of cholecystenterostomy. Van 
Winiwarter first performed an operation of this 
type in 1880, sewing the gall-bladder and ascending 
colon together and fastening them in the abdominal 
wound. Subsequently many surgeons took up the 
procedure experimentally and clinically, among them 
Gaston, Harley, Golzi, and Murphy, the latter 
advocating use of his button. The operation was 
first done on man in one stage by Monastyrski in 
1887. Later it was done by Kappeler, Mayo- 
Robson, and others. 

Though it is now a recognized operation with 
fairly definite indications, there is still a difference of 
opinion as to what part of the gastro-intestinal 
canal should be used. Most surgeons prefer the 
duodenum if it is accessible. When necessary, the 
stomach, jejunum, ileum, or colon may be used. 
It is best to avoid the latter, however, on account 
of the danger of suppurative cholangeitis. At the 
present time cholecystogastrostomy is gaining in 
favor. It is associated with less danger of infection, 
its field is more accessible, it does not cause much if 
any gastric disturbance, and in dogs with fistul« 
it has never been followed by any impairment of 
the digestive processes or the general health. A 
number of surgeons have advocated the jejunum 
because of its accessibility. 

The likelihood of an ascending infection of the bile 
passages and liver is of far greater importance than 
any digestive disturbance. The ampulla of Vater 
is an effective barrier to all foreign bodies, such as 
bacteria-laden food particles. The number of bac- 
teria increases from the duodenum to the sigmoid. 
In experiments, nearly all cholecystenterostomies 
have led to liver infection. While many clinical 
cases seem to have escaped this complication, it 
is a question whether the patients lived long enough 
for its development or whether the fistulous openings 
closed after subsidence of the obstructive pathologic 
condition. 

The authors conducted experiments in an en- 
deavor to find out the method least apt to be 
followed by an ascending infection of the bile pass- 
ages and liver. These experiments consisted in mak- 
ing forty-two anastomoses in dogs. Cultures were 
made from the gall-bladder, the liver, and the por- 
tions of the gastro-intestinal tract used for anasto- 
mosis. Grossly, all livers appeared normal at the 
time of operation, and in a number of instances 
sections taken were entirely negative. The common 
duct was doubly ligated and cut. 

The cultures of the gall-bladder prior to operation, 
both aerobic and anaerobic, were sterile. After 


operation, in every instance, whether the animal 
lived one day or three hundred days, and regardless 
of the viscus employed for the anastomosis, the gall- 
bladder was infected. In the older cases, the gall- 
bladder became narrow and the stump of the com- 


mon duct which was dilated in the earlier cases 
atrophied so that a probe could scarcely be passed 
down it. No evidence of ulcer formation was seen 
at the line of anastomosis. Microscopically, the 
mucosa of the gall-bladder was inflamed and 
thickened. The findings in the liver varied con- 
siderably, depending greatly upon the amount of 
cholangeitis. Although a round-cell infiltration was 
frequently discovered in the interlobular septa, a 
definite abscess formation was found only in two 
dogs. The gall-bladders contained many and ya- 
ried micro-organisms, chiefly the colon bacillus, the 
staphylococcus, and anaerobes. 

From the experiments performed on dogs in which 
the gall-bladder was anastomosed to the stomach, 
duodenum, and colon, the following conclusions are 
drawn: 

The gall-bladder invariably becomes infected, 
whatever viscus is used for anastomosis, and there 
is little, if any, difference between the stomach and 
the duodenum in the matter of rapidity of infec- 
tion. The colon is not the portion of the gastro- 
intestinal tract to be chosen by preference. Its 
use is associated with much greater immediate dan- 
ger of peritonitis and early liver infection than the 
use of the upper part of the gut. The liver becomes 
infected sooner or later in the method employed by 
Gatewood and Poppens. From an experimental 
standpoint, cholecystenterostomy is an operation to 
be recommended only for well-selected cases, such 
as carcinoma of the pancreas in which the temporary 
comfort of the patient is paramount, and cases of 
irremovable common-duct obstruction. 

O. S. Proctor, M D. 


Drennen, E.: Traumatic Pancreatitis. Ann. Sur¢.. 
1922, Ixxvi, 488. 


The author reports a case of traumatic pancreatic 
cyst in a boy aged 4 years whose abdomen had been 
injured by a wagon wheel. The child was somewhat 
shocked and complained of pain in the upper ab- 
domen. When he was admitted to the hospital, two 
weeks later, there was a suggestion of fullness and 
slight tenderness in the epigastrium. The temper- 
ature and pulse were normal. The white cell count 
was 13,000. The parents refused to allow an opera- 
tion and took the child home. Six and one-half 
months after the injury the patient was returned 
to the hospital with a globular epigastric swelling 
about the size of an orange. This was tense, some- 
what tender, and almost completely fixed in position. 
X-ray examination showed a spherical cloudiness in 
the upper abdomen. The temperature, pulse, and 
respiration were normal. 

At operation through a midline incision the 
omentum presented numerous yellowish-white spots 
of fat necrosis. A large globular cyst lying behind 
the stomach in the lesser sac was immediately 
revealed. By tearing through the mesocolon, the 
cyst was fully exposed. It was then packed off and 
drained of 3 pts. of fluid by means of a trocar an¢ 
cannula. At the deepest part of the cyst a small 
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clliptical opening about the size of the tip of the 
little finger communicated with the body of the 
pancreas at a point just to the left of the median 
plane. The edges of the cyst where the trocar had 
entered were marsupialized to the anterior abdom- 
inal wall and a large tube drain was inserted deeply 
into the cyst cavity. The cyst fluid contained pan- 
creatic ferments. The omental tissue showed fat 
necrosis. 

Convalescence was uninterrupted. Drainage was 
never profuse and rapidly grew less. The cyst 
cavity was irrigated daily with 1:10,000 silver 
nitrate solution. Seventeen days after the opera- 
tion the patient left the hospital with the wound 
healed. 

Of forty-six patients whose cases were collected 
by Stuart, thirty-nine were operated upon, twelve 
died, and twenty-seven recovered. After an explora- 
tory laparotomy Ochsner successfully drained an 
abscess of the pancreas and Delatour successfully 
drained a pancreatic cyst from behind. 

The author is undecided as to whether posterior 
drainage should be employed without previous 
anterior exploratory laparotomy. Posterior drain- 
age is best in the treatment of pancreatic abscess. 

Anterior marsupialization has given such satis- 
factory results in the majority of cases that it is the 
operation of choice. Complete excision of the cyst 
will generally be found impractical or impossible. 

Wa ter C. Burket, M.D. 


Souther, C. T.: Case Report: A Large Pancreatic 
Cyst. Cincinnati J. M., 1922, iii, 285. 

The author’s case was that of a girl aged 16 
years. Four years ago the abdomen began to en- 
large gradually. Three years ago 6 qts. of fluid were 
removed from the abdomen by tapping. Two 
years ago 8 qts. were withdrawn. Gradual refilling 
occurred. Otherwise the patient seemed well. The 
temperature, respiration, and pulse were normal. 
The abdomen was enlarged from the symphysis 
pubis to the diaphragm. Percussion dullness ex- 
tended from the pelvis to the stomach in the mid- 
line. The abdomen was tympanitic over both flanks 
and the stomach. 

Operation performed through a midline incision 
below the umbilicus showed the abdomen to be 
filled by a large cyst whose base was attached in 
the upper part. The cyst wall was slightly yellow. 
Ten quarts of gray, milky fluid were drawn off by 
means of a trocar and suction apparatus and the 
sac was then drawn out and opened more widely. 
The lining of the cyst was rubbed with an iodine 
sponge and part of the cyst wall was excised. The 
sac, with a rubber tube tied into it, was then drawn 
out through a small incision above the umbilicus 
and fastened and the abdomen closed. 

There was almost no drainage. The patient left 
the hospital on the sixteenth day and convalesced 
well until the twentieth day when she developed 
an influenza-pneumonia from which she is now 
recovering. 


The cyst presented below the transverse colon. 
Pancreatic cysts may present above the stomach, 
between the stomach and colon, or below the colon. 

Watter C. Burkert, M.D. 


MISCELLANEOUS 


Clute, H. M.: Subphrenic Abscess. Boston M. & 
S. J., 1922, clxxxvii, 681. 


Subphrenic abscess is usually secondary to per- 
foration of a gastric or duodenal ulcer or to appendi- 
citis. Less common causes are disease of the gall- 
bladder, biliary tract, pancreas, spleen, or liver; 
empyema; wounds of the abdomen and chest; soiling 
of the abdominal cavity at operation; and septica- 
mia with localization of the infection between the 
diaphragm and the liver. 

In addition to the posterior “uncovered area,” 
there are four fairly distinct peritoneum-lined spaces 
between the liver and the diaphragm which are 
formed by peritoneal reflexions. The coronary and 
left lateral ligaments divide the diaphragmatic sur- 
face of the liver roughly into an anterior and a poste- 
rior half, and the falciform ligament divides its 
anterior and superior peritoneal surfaces into a right 
and a left half. The left intraperitoneal space is the 
lesser peritoneal cavity. 

A perforated gastric ulcer tends to drain into the 
right anterior space. A posterior gastric ulcer may 
perforate into the left posterior space. A high 
appendiceal abscess may drain into the right poste- 
rior space by way of the lateral colic groove. Infec- 
tion readily follows the lymphatics behind the cecum 
and the ascending colon into the subphrenic area. A 
pylephlebitis may present as one of its features an 
abscess about the portal vein just below the dia- 
phragm. This abscess may contain pus alone or pus 
and gas. The gas comes from a viscus or is produced 
by anaerobic bacteria. 

The symptoms may begin insiduously or acutely. 
When the onset is gradual, the patient may be con. 
valescing seemingly well from a surgical lesion in the 
abdomen when a steadily rising daily fever with 
chills, sweats, and loss of appetite and weight 
develops. There is a sense of fullness in the epigastric 
region associated with considerable gastric distress, 
belching of gas and sour eructations, hiccough, cough, 
and pain on deep breathing (a diaphragmatic pleu- 
risy). The patient looks and feels very sick and 
soon grows worse rapidly. 

An acute onset may occur with shock and collapse 
from a gastric or duodenal perforation. A diffuse 
peritonitis or a localized subphrenic abscess may 
result. 

Physical examination shows marked limitation of 
motion on the affected side of the chest, a visible 
widening or bulging of the right lower thorax, and 
occasionally oedema over the right side or the back 
of the chest. Percussion reveals flatness over the 
lower anterior and posterior thorax. The presence 
of gas gives tympany with obliteration of the lower 
liver dullness. The line of percussion dullness may 
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descend with respiration. Dullness may extend 
anteriorly to the second rib and posteriorly to the 
middle of the scapula. Auscultation discloses ab- 
sence of the breath sounds and vocal fremitus over 
the area of dullness. Above this level for a short 
space vocal and tactile fremitus may be increased 
because of compression of the lung. Occasionally 
there is a pleuritic friction rub. When the abscess 
contains gas and pus a succussion splash may be 
elicited by shaking the patient. Fluid in the pleural 
cavity complicates the diagnosis. When this is pres- 
ent the exploratory needle may obtain first a straw- 
colored fluid and then pus or pus and gas. The liver 
edge may be well below the costal margin. Marked 
leucocytosis is generally present. In certain chronic 
cases there is a leucopania. 

X-ray and fluoroscopic examinations give the most 
positive findings in the majority of cases. It may be 
difficult to determine by the symptoms and physical 
signs alone whether the condition is a subphrenic 
abscess, pyothorax, or pyopneumothorax. A high, 
fixed diaphragm with a persistent costophrenic angle 
is very typical of subphrenic abscess. The level of 
the diaphragm may be only slightly raised or may 
reach to the third rib. The line of the diaphragm is 
a smooth, regular curve. In cases of liver tumors, 
abscesses, and adhesions from old pleurisy this 
= is more irregular and more sharply local- 
ized. 

Subphrenic abscess causes weight loss, weakness, 
and general debility. In cases not operated upon the 
mortality ranges from 82 to 100 per cent, while in 
those treated surgically it is 25 per cent. 

The treatment is incision and drainage. Abscesses 
on the left side must always be approached from 


the front. A left anterior-space abscess is drained 
through the anterior abdominal wall. A left poste- 
rior abscess is drained by a second incision from 
behind, which may or may not be below the rib 
margins. Collections on the right side are drained 
from below the rib margins, or by incision between 
the lower ribs, or by resection of one or more ribs. 
To drain adequately one must go through the lower 
part of the pleural cavity or retract the pleura. A 
superimposed empyema may be fatal. 

The author recommends a two-stage operation 
under local or general anesthesia. At the first opera- 
tion a portion of the tenth rib is resected in the mid- 
axillary line. If the pleural cavity contains fluid 
this will then escape. The borders of the incised 
parietal pleura are sutured with continuous catgut 
sutures to the diaphragm which presents in the 
wound. The wound is dressed with vaseline gauze. 
After forty-eight hours, when the pleural cavity has 
become walled off by adhesions, an incision into the 
diaphragm parallel to the parietal incision in the 
pleura is made under local anesthesia. The edges 
are retracted and the pus is located with the finger. 
A large rubber-tube drain is then inserted and held 
in place by a suture through the skin or fascia. 
Tube-drainage is continued for a week or more and 
followed by drainage by a rubber dam. Too hasty 
removal of the drain may result in the formation of 
a secondary local abscess. 

The author has no difficulty from bleeding inter- 
costal vessels or rib necrosis, and reports favorable 
results from the procedure described. The two-stage 
operation is safer than the one-stage operation 
because it reduces the chance of empyema to the 
minimum. Wa ter C. Burkert, M.D. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Winkelbauer, A.: Chronic Non-Suppurative Os- 
teomyelitis in the Adult with Primary Total 
Necrosis of the Diaphysis (Ueber chronische, 
nicht eitrige Osteomyelitis beim Erwachsenen mit 
primaerer Totalnekrose der Diaphyse). Arch. f. 
klin. Chir .. 1922, Cxx, 262. 


Two cases are reported which speak in favor of 
Ritter’s theory that in osteomyelitis the necrosis is 
primary throughout its entire extent and that fur- 
ther breaking down of the bone does not result from 
the suppuration. 

In the first case a curettage without any increase of 
fever was followed by swelling of the entire arm 
which persisted for two months and then retrogress- 
ed slowly following immobilization and the applica- 
tion of heat. The roentgenograms showed osteomye- 
litic necrosis of the diaphysis of the humerus. In the 
second case, in which the course of the condition was 
similar, a cloudy, serous, slightly blood-colored fluid 
containing staphylococci was obtained on puncture. 


In three months the albuminous exudate changed 
into pus. 

In neither case did the osteomyelitis show an 
acute stage. The necrosis of the entire diaphysis, 
which was roentgenologically demonstrable five and 
eight weeks, respectively, after the beginning of the 
disease, speaks in favor of an embolic disturbance of 
nutrition of the affected bone occurring in the nu- 
trient artery. The severe reaction of the tissue in 
both cases soon led to liquefaction of the necrosis and 
the development of a periosteal mantle of bone. In 
the second case a small sequestrum was removed by 
operation to hasten healing. The author states that 
as a rule conservative treatment is advisable in these 
chronic albuminous forms. BRUNNER (Z) 


Barrie, G.: Hemorrhagic Osteomyelitis. J. Bon: = 
Joint Surg., 1922, n.s. iv, 653. 


The author emphasizes the fact that hemorrhagic 
osteomyelitis is essentially a benign condition with 
the characteristics of a mild inflammatory affection. 
Until comparatively recently it was regarded as mial- 
ignant. 


cel 
gia 
col 
inf 
d 
tra 
bo 
lox 
pr 
ity 
co 
va 
su 
an 
So 
bu 
cle 
ou 
pe 
pl 
in 
cl 
gl 
@ 
la 
a 

a 
£ 
t 
n 
b 
i 
n 
a 
0 
t 
l 


tion 
nid- 
uid 
‘ised 
tgut 

the 
uze. 
has 
the 

the 
Iges 
ger. 
held 
cia. 
and 
n of 


ter- 
ible 
age 
ion 
the 


GENERAL SURGERY — SURGERY OF THE EXTREMITIES 93 


There is a similarity between the scavenger giant 
cells of simple hemorrhagic osteomyelitis and the 
giant cells of a giant-cell sarcoma. In the former 
condition there is always an associated low-grade 
inflammation. 

About 75 per cent of the cases are due to bone 
trauma. Other causes are hematogenous infection, 
bone malnutrition, and endocrine disturbances. The 
lower extremities are most frequently involved. 

Usually the symptoms are mild. There is pain on 
pressure associated with limping if the lower extrem- 
ity is involved, and with limitation of motion if the 
condition is near a joint. The size of the swelling 
varies according to the area involved. 

Grossly, amass of highly vascular granulation tis- 
sue fills the cavity of the bone. Microscopic ex- 
amination reveals the typical granulation tissue. 
Some sections show numerous scavenger giant cells, 
but their distribution is irregular. 

X-ray examination is essential. Usually it shows a 
clean-cut round spot in the cortex. Expansion with- 
out breaking of the periosteum is observed. In young 
persons the condition does not penetrate the epi- 
physeal cartilage. 

In the differential diagnosis acute inflammatory 
infections of bone, highly malignant processes, 
chronic bone abscess, true bone cyst, myxoma, and 
slowly growing fibrosarcoma must be considered. 

The treatment consists in removing all exuberant 
granulations filling the destroyed bone area, and 
through curettage of the cavity wall. Repair in 
large cavities is favored by filling the cavity with 
a bone graft, chips, or a Mostig-Moorhof plug. 

FrANK G. Murpny, M.D. 


Masci, B.: Primary Multiple Sarcomata of the 
Bones (Sarcomi multipli primitivi delle ossa). 
Policlin., Rome, 1922, xxix, sez. chir., 473. 


The author’s case of multiple and primary bone 
tumor was that of a man aged 59 years who had 
suffered from youth from chronic bronchial catarrh 
and pulmonary emphysema. When examined by 
Masci he showed a frontal tumor the size of a hen’s 
egg which had increased slowly and continuously 
without pain during a period of five months. The 
growth of the neoplasm was associated with sharp 
thoracic pains and a cough. Numerous other tumors 
were found in the cranial bones, the clavicle, the 
mandible, and the ribs. In the seventh rib on the 
right side a tumor caused fracture. As far as could 
be discovered these growths were contemporaneous 
in their evolution with the frontal tumor. A diag- 
nosis of multiple myelomata was made. Tuberculo- 
sis, syphilis, and chronic inflammatory processes 
were ruled out by the findings and history. The 
symptoms were essentially and continuously osseous 
and left no doubt regarding the primary localization 
of the disease in the bones. 

The frontal tumor was removed. The breach in 
the bone involved both the external and the internal 
table. The tumor was adherent to the dura. Histo- 
logically it seemed to be a round-cell sarcoma. 


The author discusses multiple myelomata and 
sarcoma of the bones and their relationship at length. 
As his patient had had several injurious falls during 
periods of intoxication, trauma may have been an 
etiological factor in the condition. 

W. A. BRENNAN. 


Rhodes, R. L.: Periosteal Sarcoma in Association 
with Osteomyelitis; Report of Three Cases. 
Surg., Gynec. & Obst., 1922, XXXV, 440. 


In two of the cases reported there was an ulcera- 
tion of the skin through which the pyogenic infec- 
tion of the bone might have entered, and in the other 
case the malignancy may have developed after the 
operation for the osteomyelitis. The fact that two of 
the patients are living and in excellent health over 
a year after the amputation supports the generally 
accepted view that the round-cell tumor is not apt 
to form metastases. FE. J. BerKHetser, M.D. 


Finsterer, H.: A Muscle Angioma of the Deep 
Musculature of the Neck, the Rhomboideus 
Minor Muscle (Muskelangiom der tiefen Nacken- 
muskulatur, Musculus rhomboideus minor). Wéien. 
klin. Wehnschr., 1922, Xxxv. 269. 


The author reports a case of tumor as large as the 
fist which developed on the right side of the neck of a 
girl 19 years old. This growth was an intramuscular 
cavernous angioma with relatively hard fibrous septa 
which had its origin in the proximal portion of the 
rhomboideus minor muscle. It extended from the 
second cervical vertebra to the first thoracic vertebra 
and was connected by large venous bands with the 
vessels of the neck and the deep vessels of the 
muscles along the vertebral column. It was dis- 
tinctly compressible. Operation resulted in cure. 
The differential diagnosis from lipoma, cold abscess, 
and meningocele is discussed briefly. The diagnosis 
was established by puncture (dark blood). An 
early operation is advisable as the tumor may grow 
and exert increasing pressure on the neighboring 
organs. HorrMann (Z). 


Rogers, M. H.: The Pathology of Tuberculosis of 
the Joints: A Study from the Clinical Stand- 
point. J. Bone & Joint Surg., 1922, n.s. iv, 679. 


It is taught today that in a large percentage of 
cases of joint tuberculosis the original focus is in the 
bone, near or at the epiphyseal line, and that the in- 
volvement of the joint is practically always second- 
ary. 

As described in the literature, the pathology con- 
sists of an invasion of the bone, generally at or near 
the epiphyseal line, extension toward the joint sur- 
face, destruction or absorption of the joint cartilage, 
and invasion of the capsule. 

In an article on this subject published in 1921 
Allison agreed with Nichols who stated in 1898 that 
the bone invasion was the typical pathologic lesion 
first initiated. 

From cases treated at the Massachusetts General 
Hospital the author concludes that, contrary to 
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the belief of Nichols and others, synovial invasion 
occurs first and extension into the bone is secondary. 

On the basis of his experience with early arthrot- 
omized knees believed to be tuberculous Brackett 
classified his cases as being first synovial in type, and 
later, bony. 

Tuberculosis of the hip beginning in adult life is a 
rare condition in the author’s clinic. Rogers has not 
seen a proved case of tuberculosis in which the end- 
result was not destruction of bone. 

A case cited was that of a patient of 21 years who 
had an intermittent limp. There was no restriction 
of motion, but when the hip was opened slight 
atrophy of the thigh proved to be due to synovial 
tuberculosis. This operation was done after a diag- 
nosis of tuberculosis had been made by exclusion and 
a subcutaneous tuberculin test had caused an increase 
in temperature and a local reaction. No evidence of 
bone involvement was found, but an excised piece 
of the capsule showed tuberculosis on microscopic 
examination. 

In an X-ray study of knee cases no signs of a 
bone lesion were found. Generally the first evidence 
of bony involvement was a thinning of the articular 
cartilage and slight irregularity of the cartilage out- 
line. This was followed by erosion of the cartilage. 
There was loss of bone substance only in late cases. 

Two cases of spinal tuberculosis were X-rayed at 
four-month intervals by roentgenologists. The first 
year’s plates showed no evidence of bone tubercu- 
losis. —The symptoms were recurrent pain and stiff- 
ness, but there was no deformity. Subsequently both 
cases developed abscesses, one a psoas abscess and 
the other a lumbar abscess. 

In the X-ray study of early tuberculosis of the 
spine the first point noticed is the narrowing of the 
intervertebral space. Later, loss of bone substance 
appears. 

The author’s best experience was derived from 
knee-joint cases. When opened, the knees showed 
first a reddened, thickened, injected capsule. In 
the next stage there was a reddish prolongation of 
the capsule, a pannus which began to cover the inner 
surface of the condyle and extended over the articu- 
lar surface of the femur. In the third stage there was 
extension of the pannus with loss of the underlying 
cartilage. The last stage was loss of bone substance. 

Joun R. MircHett, M.D. 


Braizew, W.: Dissociation Processes in the Center 
of Ossification of the Tuberosity of the Tibia 
(Dissoziationsprozesse des Knochenkerns an der 
Tuberositas tibiae). Nowy Chir. Arch., 1922, ii, 3. 

The author reports two chronic cases which were 
completely cured clinically and operatively in less 
than three weeks. The subjects were boys 16 and 

21 years old respectively. In the first case a football 

injury caused no symptoms but about six weeks 

later, following a hammer blow on the left tuberosity 
of the tibia, pain developed. The swelling first 
appeared after one to one and one-half months. The 
duration of the disease was six months. The X-ray 


showed a defect with a ragged base on the anterior 
surface of the beak-shaped process, and in front of 
it an isolated oval piece of bone. No proliferative 
processes were found in the vicinity. The right 
tuberosity and the epiphysis of the calcaneus tuberos- 
ity were normal. 

Under anesthesia the patellar ligament was split 
lengthwise, the small piece of bone extirpated, the 
lower portion of the epiphyseal process chiseled off, 
the tendinous ligament sutured with catgut, the skin 
wound closed, and a short plaster splint applied. 
Walking was painless after twenty days. 

Microscopic examination of the removed part of 
the tuberosity revealed a normal, perhaps somewhat 
weakened, enchondral ossification. The peripheral 
fibrous cartilage underwent gradual transition into 
the tendonous tissue of the ligament. In the. latter 
were deposits of tissue rich in cells and blood vessels, 
but no small-cell infiltrations or other signs of 
inflammation. 

In the second case the disease occurred on the left 
side. A fall on the knee at the age of 17 years was 
without results; one year later, when the patient 
knocked his foot against a door, he experienced a 
severe but transient pain in the knee. Subsequently 
swelling appeared which persisted even after the 
resorption of the effusion of blood. This increased 
for one and one-half years, then remained constant 
for one and one-half years, and in the last six 
months had produced very severe pain during 
certain movements. The pain radiated to the whole 
leg, especially when the patient rested on the foot 
with the knee bent. The roentgenogram of the af- 
fected knee, in contrast to that of the normal knee, 
showed an isolated center of ossification in the 
middle third of the epiphyseal process which corre- 
sponded at the surface with a smaller trough-shaped 
defect. The operation and after-treatment were the 
same as in the first case. Rest in bed was ordered 
for one week. In the second week it was discon- 
tinued and a short, anterior plaster splint applied. 
By the third week a complete subjective and func- 
tional cure had been obtained. Histologic examina- 
tion revealed an almost complete normal enchondral 
ossification. The extirpated hemispherical bone 
swelling represented to a certain extent a marrow 
cavity infiltrated by a few bone trabeculae and 
enclosed by a shell of bone showing excavations. 
There were no signs of inflammation. 

The author regards trauma as the exciting factor 
acting directly from without or through the aid of a 
quadriceps contraction and causing avulsion of the 
center of ossification. The regressive and hyper- 
plastic changes found on microscopic examination 
by Jakobsthal, Matsioka, Mintz, and others may 
be produced mechanically and are not true anomalies 
of ossification. In Braizew’s opinion the assumption 
of a predisposing or secondary epiphysitis is no! 
well grounded. Braizew, however, did not make 
serial sections as did Ebbinghaus who supports thi- 
theory and obtained excellent results with more 
radical treatment. Von pER OsTEN-SACKEN (Z). 
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Herzen, P.: Acromegaly from the Surgical Stand- 
point (Ueber Akromegalie vom chirurgischen 
Standpunkt). Nowy Chir. Arch., 1922, ii, 83. 


This article is based on the following case: 

The patient was a peasant 48 years old who gave a 
history of alcoholism. He had married at 18 years of 
age. His wife had aborted once and had borne five 
children. All of the children died early. The patient 
acquired syphilis during his twenty-second year but 
was cured. For fifteen years he suffered with severe 
headaches. For ten years he noticed an increase in 
the size of his face, hands, and feet but there had 
been no further increase in the last few years. Five 
years before he was seen by Herzen he had been 
operated upon, a large frontotemporal flap being 
cut on the right side. According to the surgeon’s 
report the sella could not be reached. 

The patient was of massive build and tall. The 
lips and tongue and the skeleton and soft parts of 
the face, the hands, and the feet were markedly 
hypertrophic. The skin was everywhere hairless, 
dry, and inelastic, and its papilla were enlarged, 
broadened, and sclerosed. The subcutaneous fatty 
tissue was soft and hyperplastic, especially in the 
mammary regions. The patient complained of con- 
tinuous headache and apathy. Other conditions 
were weak eyesight without limitation of the visual 
field, slight myosis, and tardy reaction of the pupils. 
Sensory and motor disturbances were absent but 
there was no knee reflex or Achilles tendon reflex. 
The thyroid gland was not palpable. The penis and 
scrotum were flaccid and the testicle was atrophic. 
The patient had been impotent for ten years. 

The roentgenogram showed an enormous enlarge- 
ment of the mandibles, the supra-orbital arches, 
and the frontal sinuses, and marked widening and 
deepening of the sella turcica. The posterior clinoid 
processes were indistinct. 

The author considers it possible that the adynamic, 
myxeedema-like symptoms in this case, insofar as 
they were not due to a secondary stage of pitui- 
tary hypofunction, were the result of the atrophy of 
the thyroid gland and testicle. 

Herzen is opposed to the intracranial operative 
procedures as they are not based upon embryolog- 
ical development and they open the thin and 
occasionally broken wall of the sphenoidal sinus in 
the presence of a frequently unavoidable lesion of 
the floor or the anterior wall of the sella turcica, in 
this way destroying asepsis. The various endonasal 
methods are equally unreliable. 

_ In the case reported the author operated accord- 
ing to the Giordano-Schloffer method. He reflected 
the nose laterally with an osteoplastic flap 4 cm. 
broad taken from above, split the septum from the 
floor of the frontal sinuses downward and backward, 
and resected the septum, the upper and middle 
turbinate bones, and the ethmoidal cells. He was 
unable, however, to distinguish the anterior wall of 
the sphencidal sinus distinctly and did not reach 
the sphenoidal sinus. He cut through a fairly thick 
layer of bone near the anterior wall of the sella 


turcica, partially opened the latter, split the smooth 
dura protruding in front of it (whereupon no spinal 
fluid escaped), and removed with a spoon about 5 gm. 
of a colloidal substance. The upper border of the 
hypophysis, which showed a neoplastic change, was 
not reached and no attempt was made to reach it. 
Iodoform gauze strips were laid in the sella, as 
advised by Kocher, the nasal cavity was packed, 
and the nose and the flap of skin and bone re- 
moved from the anterior wall of the frontal sinus 
were sutured back into place. Primary union re- 
sulted. 

Rhinoscopic examination, which was done later, 
showed only a few pale granulations at the upper 
roof of the nasopharynx at the base of the skull. A 
probe entered the cavity of the sella turcica freely 
without causing any bleeding or escape of serous 
fluid. The headaches disappeared. Even at the end 
of the first week a diminution in size was observed 
in the face and fingers and later was noted in the 
tongue and feet. The color of the skin became 
normal, the thyroid gland became palpable, and the 
apathy decreased markedly. Vision and the pupillary 
reaction, however, remained unchanged. 

Microscopic examination showed that a fairly 
large glandular flap had been removed in addition to 
a considerable amount of secretion. The main mass 
consisted of a conglomeration of round basophile 
cells with round nuclei and almost no interstitial 
substance, which was interrupted only by broad 
thin-walled blood vessels and large, granulated 
round eosinophile cells. In addition, the specimens 
showed hollow spaces filled with colloid which were 
lined by a single layer of cubical epithelium. 

VoN DER OsTEN-SACKEN (Z). 


FRACTURES AND DISLOCATIONS 


Mitchell, A. P.: Ununited Fractures Due to War 
Injuries: With End-Results of Operative Treat- 
ment in 100 Cases. Brit. J. Surg., 1922, x, 259. 


In sixty-one of the cases reviewed the author per- 
formed the primary operation; twenty-four cases had 
been operated upon previously by other surgeons. 

The gap between the fractured ends measured 1 to 
2 cm. and was filled with fibrous tissue. The sur- 
rounding soft tissues showed fibrosis and bled easily. 
The fragmented ends were often tapered, brittle, and 
sclerosed. 

Local causes for non-union were: primary loss of 
substance, fifty-five cases; displacement, twelve 
cases; sclerosis and latent sepsis, five cases; sclero- 
sis with plating and wiring, four cases; sclerosis 
and gap, twelve cases; and sclerosis alone, twelve 
cases. 

Pre-operative treatment was employed in attempts 
to overcome deformities resulting from sepsis, nerve 
injury, or limitation of motion in the joints. 

As it was impossible to determine when gunshot 
wounds were free from latent sepsis, no operation 
was attempted until the wound had been healed for 
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twelve months. Most of the wounds were healed for 
fifteen months before operation was performed. 
Latent infection was encountered in six cases. A two- 
stage operation was done when prolonged sepsis of 
the original wound had resulted in extensive scarring 
of the tissues at the site of the non-union. 

At the preliminary operation by the author, all 
sclerosed tissue was completely excised. The wound 
was then closed and the grafting done fourteen days 
later. 

Infection and a successful graft were not incom- 
patible, but the chief cause of failure was sepsis. 

Success is impossible unless the following principles 
are adhered to: (1) a skin incision of sufficient 
length, (2) the complete excision of scar tissue, (3) 
an extensive surface of contact between the graft and 
the host bone, (4) the preparation of a healthy 
muscle bed, (5) the avoidance of metallic or non- 
absorbable sutures, (6) perfect hemostasis and 
strict asepsis, (7) plaster-of-Paris immobilization 
until firm osseous union has occurred. 

Most satisfactory was the use of the autogenous 
tibial graft including periosteum, compact bone, and 
medullary tissue. In a few cases grafts freed of peri- 
osteum were used. These also proved satisfactory. 
Periosteum facilitates secondary vascularization of 
the graft and protects the graft if latent sepsis is 
lighted up. 

The graft must be long enough to have wide bony 
contact across the gap. The grafts employed were 
usually from two to three times the length of the 
gap. 

To describe the method employed the author 
uses the ulna operation as an example. A skin in- 
cision of sufficient length was made along the 
postero-internal border between the flexor and the 
extensor carpi ulnaris. All scar tissue was excised, 
the fractured ends were exposed, and all sclerosed 
and ragged bone between the fragments was re- 
moved. The muscles, with the periosteum, were 
stripped from the bone fully 2 in. from the fractured 
ends and for practically one-fourth of the circumfer- 
ence of the bone. A thin layer of bone was removed 
with an osteotome the full length of the exposed 
yes deep enough in places to expose the medullary 
canal. 

Interrupted sutures of strong tanned catgut were 
passed through the reflected periosteum and muscle 
on either side of the prepared bed and a pliable 
probe was laid in the defect and bent to the exact 
length of the graft required. A graft equal to the 
length of the bent probe was removed from the outer 
side of the anterior border of the tibia by means of a 
circular saw and transplanted immediately under- 
neath the catgut loops. The ligatures were then tied 
and the skin wound was closed with interrupted 
silkworm-gut sutures. 

Plaster-of-Paris was used for immobilization for a 
period of six weeks. At the end of this time the 
stitches were removed and a second cast was applied 
after an X-ray examination. At the end of three 


months the plaster was dispensed with. 


Non-union of the radius is more important than 
non-union of the ulna and occurs most frequently in 
the lower half of the bone. The exposure of the radius 
for operation is done best along the line which sep- 
arates the radial extensors of the wrist from the ex- 
tensor communis digitorum. To secure proper aline- 
ment it is necessary to lever the lower fragment away 
from the ulna and rotate it into the supinated 
position. 

The graft is applied preferably to the posterior 
surface. In fractures above the level of the pronator 
radii teres the proximal fragment is completely 
supinated and the distal fragment is pronated. 
modified intramedullary peg proved most satisfac- 
tory; one end of the graft was pegged into the medulla 
of the proximal fragment and the other fitted into a 
gutter made in the short distal fragment. 

Ulna non-union is of frequent occurrence. In some 
cases the disability is so slight that bone grafting is 
unnecessary. Non-union in the lower part of the 
shaft has little effect on the use of the hand. 

Non-union of the humerus occurred in ten of the 
author’s cases. Non-union is more frequent in this 
bone than in any other. The reason is difficulty of 
fixation. The autogenous bone graft cannot be so 
generally employed in the humerus as in the radius, 
ulna, and tibia, and bone grafting is of little value. 
Regardless of arm shortness, the most successful 
method is the step-cut operation. 

In fractures of the tibia with an intact fibula there 
is usually little displacement. In fractures of the 
tibia with an old fracture of the fibula at the opposite 
point the displacement is more marked and is fre- 
quently angular. The lower fragment usually shows 
a certain degree of rotation on the long axis of the 
bone, resulting in internal or external displacement 
of the foot. 

Non-union of the femur is rare. The site of non- 
union in the author’s three cases was about the 
middle third of the shaft. 

Seven graft fractures occurred in the series of 
eighty-three cases. All but one were massive tibial 
grafts. Joun MircHett, M.D. 


Merrill, W. J.: The Davis Method of Reduction 
of Congenital Dislocation of the Hip Joint. 
J. Bone & Joint Surg., 1922, n.s. iv, 805. 


Davis’ method of reducing congenital dislocation 
consists of four phases. 

In the first phase the child is prone with the leg to 
be manipulated hanging down close to the side of 
the table. An assistant fixes the pelvis by making 
pressure on it downward and toward the operator. 
A second assistant, under the direction of the op- 
erator, grasps the foot and knee, flexes the knee, 
flexes the thigh on the abdomen, rotating it inward, 
and makes pressure toward the femoral head in the 
line of the femoral axis while keeping the thigh clos: 
to the trunk. At the same time the operator exerts 
pressure upon the trochanter downward and toward 
the ischial tuberosity. Internal rotation relaxes the 
Y ligament and the external rotators. 
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During the second phase the operator grasps the 
knee and trochanter, extends the thigh downward 
toward the transverse plane of the pelvis, abducts 
the thigh, and makes pressure on the trochanter 
toward the acetabulum, at the same time gently 
rotating the thigh in and out. If the head then does 
not cross the brim into the acetabulum, the leg is 
placed in the position of the first phase and the head 
is pushed downward to the obturator groove. Re- 
sistant cases often require long-continued pressure 
to carry the head across the brim or through the ob- 
turator groove. 

When the head is at the thyroid foramen, external 
rotation and extension are made to carry the head 
upward through the cotyloid notch. This last step 
completes the third phase. 

In the fourth phase a cast is applied. This in- 
cludes the entire extremity and the thigh of the op- 
posite leg. When the dislocation is unilateral it is 
extended also to the lower thorax of the opposite 
side. The same form of dressing but without the 
lateral upward extension is used for bilateral lux- 
ations. The final position in the average case is one 
of flexion, internal rotation, and abduction of the 
thigh. 

The author states that in resistant cases Davis 
used extreme flexion, abduction, and internal ro- 
tation until the resistant structure yielded, and then 
forced the head into the acetabulum. 

Flexion, abduction, and rotation were maintained 
until the X-ray and other clinical evidence indicated 
that the head, neck, and acetabulum would sustain 
weight-bearing. The first cast was removed at the 
end of three or four weeks. Casts or splints or an 
abduction brace maintained the desired position 
until the roof of the acetabulum was capable of re- 
taining the head. 

Each case is handled according to the condition 
found. There is no fixed time for bringing the leg to 
the midline and establishing function. 

Joun R. MitcuHett, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Brandt, G.: The Treatment of Acute Osteomyeli- 
tis (Zur Behandlung der akuten Osteomyelitis). 
Deutsche med. Wehnschr., 1922, xlviii, 972. 


At the Halle clinic osteomyelitis has been treated 
in various ways by the different directors (Braman, 
Schmieden, Voelker) during recent years. For the 
purpose of subjecting to critical analysis the ques- 
tion whether the abscess should be opened with a 
chisel or by simple incision, the author collected the 
material of the clinic for the last twenty years (304 
cases in which there were seventy-eight deaths, a 
mortality of 25.65 per cent.) 

He concluded that in the majority of cases of 
acute osteomyelitis incision of the subperiosteal 
abscess is sufficient, chiseling of the medullary cavity 
being necessary in only a small number. The latter 
may be done also at a secondary operation. The 


dissemination and progression of the phlegmon of 
the soft parts and joint complications must be taken 
into consideration first of all. The bone should be 
chiseled open when the cortex is compact (old pa- 
tients, rachitic children). The more extensive the 
subperiosteal process, the more readily may it be 
assumed that the outflow of pus through the haver- 
sian canals is sufficient and that the process is 
localized chiefly at the periphery of the bone. 
Von Repwitz (Z) 


Gaugele: Osteotomy or Osteoclasis? Also a Dis- 
cussion of the Springer Operation (Osteotomic 
oder Osteoklasie? Zugleich Beitrag zur Springerschen 
Operation). Arch. f. orthop. u. Unfall.-Chir., 1922, 
XX, 40. 


After having twice experienced infection of an 
osteotomy wound, the author prefers osteoclasis, a 
procedure which is always satisfactory when the 
proper treatment in the florid stage of the rachitis 
has been carried out. Under such conditions fhe 
new methods of Springer and Loeffler are unneces- 
sary. As the early treatment of the rachitis is 
even more important than the early treatment of the 
deformities, the author admits to his hospital for 
cripples infants 6 to 8 months old. Srevers (Z). 


Goljanitzki, I.: The Surgical Treatment of Trau- 
matic Pseudarthroses: Two New Methods of 
Operation (Zur chirurgischen Behandlung trau- 
matischer Pseudoarthrosen: Zwei neue Operations- 
methoden). Nowy Chir. Arch., 1922, ii, 15. 


A successful result is dependent not only on the 
structure of the transplant but also on the method 
of transplantation. In four cases the author ob- 
tained no result with an autoplastic bone peg. 

In the recent war it was noted that, in spite of 
associated injury of the soft parts, virulent infection, 
the expulsion of numerous sequestra, and insufficient 
immobilization, bony union of gunshot fractures 
occurred more frequently following extensive splin- 
tering than when the bone was not greatly shattered. 
As this indicates that the regenerating power of 
bone is greater the greater the separation of con- 
tinuity, Goljanitzki has introduced the principle of 
greater traumatization as a new factor in the treat- 
ment of pseudarthroses in cases with extensive 
cicatrices, considerable degeneration of the ends of 
the fragments, and doubtful asepsis. 

As much of the cicatricial tissue as possible is 
removed, the fragments are somewhat freshened, 
and then, with a chisel or bone shears, an adequate 
longitudinal splitting of the bone ends up to the 
opening of the marrow cavities is done. When the 
diastasis is slight the impaction of the fractured ends 
of the bones in opposing slits is successful, but when 
the intervening space is larger it is filled with free 
bone fragments taken from the same site or else- 
where. Two pseudarthroses of the leg, two of the 
forearm, and one of the upper arm, and one flail 
joint of the elbow were treated by this method with 
good results. 
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lf the cicatricial tissue disturbing the nutrition 
and regeneration cannot be removed and if the 
atrophy and sclerosis of the fragments have ad- 
vanced too far, this method fails. For such cases the 
author proposes a “collateral restoration” of the 
diaphysis in its entire extent with embedding of the 
implant of healthy tissue from epiphysis to epi- 
physis. This new method he used in a case of gun- 
shot fracture of the radius with a diastasis of 6 cm. 
in which the defect of the soft parts produced a cica- 
tricial formation which could not be overcome by any 
other measure. Proceeding from a dorsal incision, 
he exposed the proximal and distal epiphysis inter- 
muscularly, chiseled through the diaphysis and 
pushed it aside, and fastened a piece of the fibula 
16 cm. long to the epiphyses with periosteal sutures. 
No ligation of vessels was necessary. After four 
months, the bone had healed in firmly and function 
was completely restored. 

The new and valuable feature in this procedure is 
nof the total exchange of bones, but the fact that the 
operation is performed in healthy tissue, the region 
of the pseudarthrosis is left intact, and a bone is 


added. Von DER OsTEN-SACKEN (Z). 
Monaco, A.: Operative Measures to Mobilize 


Ankyloses (L’intervento operativo nelle anchilosi 
al fine di mobilizzarle). Ann. ital. di chir., 1922, i, 
543- 

Some surgeons, among them Schepelmann and 
Roux, deny that the interposition of tissue between 
the surfaces of ankylosed joints is of any value in 
restoring function. The good results following such 
procedures they attribute to the modeling of the 
joint surfaces. In thirty-six cases of ankylosis 
Schepelmann obtained good results without the 
interposition of tissue. The technique of this type 
of operation is as follows: 

After separation of the ankylosed ends, 2 or 3 cm. 
of bone, all remaining cartilage, and any peri- 
articular ligaments and cicatricial tissue are remov- 
ed. The bone ends are then fashioned with the 
gouge as well as possible to fit the function they are 
to fulfill, the detached apophyses are fixed with 
screws, nails, or sutures, the tendons are recon- 
structed, and the soft parts are closed. 

Postoperative treatment for two or three months 
is necessary. This consists of immobilization fol- 
lowed by passive movement, active movement, and 
muscular faradism. W. A. BRENNAN. 


Fraenkel, J.: The Origin and Treatment of Con- 
genital Muscular Torticollis (Zur Entstehung 
und Behandlung des angeborenen muskulaeren 
Schiefhalses). Arch. f. klin. Chir., 1921, cvxiii, 228. 


The old Stromeyer theory that muscular torticollis 
as well as sternocleidomastoid tumor is a conse- 
quence of trauma occurring at birth is untenable. It 
was pointed out by Petersen that a ruptured muscle 
heals with lengthening rather than with shortening. 
One theory of the pathogenesis of torticollis assumes 
the rupture of a muscle shortened during intra- 


uterine life. If this were correct the torticollis would 
be the predisposing cause rather than the conse- 
quence of the rupture. Even the normal sterno- 
cleidomastoid is easily injured in spontaneous 
delivery. Such injury is due less to longitudinal 
extension than to twisting (Kuestner). The sterno- 
cleidomastoid tumor has its origin in hemorrhage. 
while the histologic changes in the muscle in torticol- 
lis are referable to ischaemia (Voelcker). When all! 
is said, the réle of torsion, the ischemia, and the 
hemorrhage are well explained by the peculiar 
blood supply of the sternocleidomastoid muscle. 
since only a few arteries, with very few anastomoses, 
enter the lower two-thirds of this muscle, and when 
the neck is twisted these are easily shut off. 

In favor of the primary intra-uterine origin is the 
occasional familial or hereditary appearance of the 
affection and its association with other congenital 
deformities. 

Very significant is the frequency with which 
torticollis appears in the first born, particularly 
when the mother is an elderly primipara. Abnormal- 
ities of the maternal organism, unyielding uterine 
walls, and the disproportion between a large foetus 
and a small uterus favor the development of torti- 
collis and club-foot, and breech presentation. Hence 
torticollis is not the consequence of breech delivery, 
but due to the same condition, too little space within 
the uterus. 

Since torticollis is not confined to the sterno- 
cleidomastoid contracture but also deforms the face 
and interferes with the development of the spine. 
prompt treatment, usually operative, is demanded. 
It should be borne in mind that the contour of the 
sternocleidomastoid determines the beauty of form 
of the throat and must therefore be retained. 

According to the author’s method, the muscle can 
be operated on at any point, above, in the middle. 
or at its lower insertion, without sacrificing the cos- 
metic result and with retention of the old simple 
method of transverse open myotomy. The division 
of the fascia demanded by Mikulicz is not necessary. 
The author’s method is built upon sparing of the 
layer of fascia. On the other hand, the sterno- 
cleidomastoid muscle must be completely divided. 
Particular attention must be paid to its adhesion to 
the posterior wall as otherwise recurrence is favored. 

Local anesthesia is not recommended as it pre- 
vents a general view of the tissues. The skin incision 
over the sternocleidomastoid tumor runs over the 
apex of the swelling in one of the natural transverse 
folds of the skin. In late operations it runs close and 
parallel to the clavicle over the insertion of the 
muscle which projects the most. The platysma 
muscle and the anterior layer of the superficial! 
fascia of the neck are very thoroughly divided until 
the muscle is entirely exposed. The muscle is then 
lifted out of the bed of the posterior layer of fascix 
with Deschamp’s blunt instrument and divided. 
The slight hemorrhage is not stopped; on the con- 
trary, the sac of fascia is allowed to become filled 
with blood so that it may be thus kept open, and its 
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previously divided anterior layer is sutured longi- 
tudinally over the hemorrhage. The muscle is not 
resected; its ends draw apart of themselves and the 
extravasated blood forms the new connection. 

Following the operation a plaster-of-Paris dressing 
is applied in the corrected position and left on for 
three weeks. By the end of three weeks the extra- 
vasated blood is transformed into a soft substitution 
tissue. The after-treatment consists merely in 
methodical lateral flexion of the head and drawing 
back of the shoulders. This should be continued for 
three months. 

Subsequent examination of patients operated on 
in the manner described has shown excellent per- 
manent results. PAETZOLD (Z). 


Hamilton, G.: An Operation for Lengthening Bone. 
Texas State J. M. 1922, xviii, 293. 


Hamilton has lengthened the femur in two cases. 
In one, the increase was 2 in, and in the other, a 
little more. These patients have passed from his 
observation. 

The technique consisted in dividing the femur and 
sliding one fragment on the other until the desired 
length was obtained. 

It is generally believed that the same result may 
be obtained gradually as by Putti’s method, but in 
the author’s opinion the shortening of the soft 
structures would make this impossible. 

E. J. BerkHEIser, M.D. 


Kropveld, S. M.: Experiments in Bone Trans- 
plantation (Experimentelle Beitraege zur Frage 
der Knochentransplantation). Nederl. Maandschr. 
v. Geneesk., 1921, x, 684. 


Ununited fracture of the neck of the femur has 
always been a difficult condition for the surgeon. In 
1905, Lanz employed screws in a case of this kind. 
Later, Koch obtained good results with an ivory peg. 
In 1893, Lanz transplanted the fibula in a case in 
which the tibia had been destroyed by osteomyelitis. 
In 1912, Albee published a large number of experi- 
ences on the transplantation of bone. In Holland, 
Noordenbos has brought the method into favor. 

It is still uncertain whether bone transplantation 
gives a perfect cure in fracture of the neck of the 
femur. The author has studied in particular the 
questions whether it is necessary or advisable to 
leave the periosteum on the transplant, and whether 
living bone possesses advantages over dead bone. 
He experimented on dogs, in which he fractured the 
femur just beneath its head. Eleven such experi- 
ments with transplantation of the fibula with and 
without periosteum are reported in detail. 

The microscopic examinations show that signs of 
necrosis appear very early in the transplanted 
fibula. At the end of two weeks the greater part of 
the transplanted bone is dead. There is still some 
doubt regarding certain zones lying close to the outer 
margin. That the groups of cells around the haver- 
sian canals remain alive has not been proved. It is 
practically certain that at the end of about one 


month the last cell groups are dead, but it is possible, 
of course, that here and there a cell group has escaped 
necrosis. The greater part of the periosteum of the 
fibula remains alive. After a short time the richly 
cellular layer of the periosteum begins to proliferate. 
At first the outermost fibrous tissue layer is pressed 
upward, whereupon the cells in this situation vanish. 
At the same time this tissue sets up resorption in the 
transplant. Large lacune are formed, and free giant 
cells make their appearance. The same tissue, 
together with blood vessels and connective tissue, 
grows into the haversian canals; the latter widen out 
into large spaces in which resorption takes place. 

New bone formation is now seen. Not only the 
surrounding bone but also the transplanted perios- 
teum begins to form new bone. At first.there is a 
distinct difference between the new bone formed 
from the periosteum and that formed from the sur- 
rounding bone. The same destruction and building 
up occur in the bone marrow of the transplant. 
Thus the entire transplanted piece of bone is slowly 
destroyed and replaced by new bone. It is difficult 
to determine how long this process goes on. The 
specimens show that it is not completed at the end 
of six months. 

The bed of the transplant reacts in a similar man- 
ner. The formation of trabeculae begins rather early 
in the neighboring compact bone and is more marked 
on the side facing the transplant than on the upper 
side. Later the transplant becomes healed in a net- 
work of spongiosa which joins its newly formed 
layers. The same is true of the preparations trans- 
planted without periosteum as well as of those with 
periosteum. Of course in the former there can be no 
periosteal proliferation, and the entire process of 
destruction and rebuilding takes place from the 
neighboring bone. A comparison of the specimens 
shows that in such case the process is rapid. It is to 
be remembered that in the transplant without perios- 
teum the osteoblast-bearing tissue is not removed 
but requires some time for regeneration. 

As regards the head of the femur, the experiments 
show that for the most part it remains alive. It 
is not known definitely how much time is required for 
regeneration when the transplant is without perios- 
teum as this depends on the extent of the necrosis 
and on function. The cartilage of the head of the 
femur remains alive. It seems to be established that 
in man the layer of osteoblasts remains attached to 
the periosteum, just as in bone regeneration following 
subperiosteal resection of a rib. Conditions seem to be 
the same when the transplant is taken from the tibia. 

In conclusion the author states that in fracture of 
the neck of the femur an ivory transplant serves as 
well as a bone transplant. Koc (Z). 


Michon, L.: A Contribution to the Study of Bone 
Transplantation (Contribution a l'étude de la - 
transplantation osseuse). J. de chir., 1922, xx, 260. 


The author has made an experimental and clinical 


study of the application of bone transplantation to 
the repair of the metacarpals and phalanges. The 
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clinical study was based on a case of metatarsal 
transplantation performed by Cunéo, and the experi- 
mental transplantation was done on dogs. Cases 
reported in the literature are also reviewed. 

The histologic examinations in the experimental 
cases showed large spaces between the haversian 
canals in which there were no osteoblasts. The 
disappearance of osteoblasts is a certain indication 
- the death of the corresponding part of the trans- 
plant. 

Osteoblasts are found in the immediate vicinity of 
the periosteum, near the medullary cavity, and in 
some of the haversian canals. Some of them are 
evidently disappearing, but others (especially those 
near the periosteum) are destined to live. It is 
possible that the latter are nourished by osmosis but 
it must be admitted that when a segment or an 
entire bone is transplanted, the transplant always 
disappears. 

In the cases of autotransplantation done in the 
author’s experimental work there was always a 
tendency toward absorption whether a segment or 
an entire bone was used. This varied, however, 
according to the type of transplant. When there 
was good contact with the host bone only histologic 
examination showed the process of absorption, but 
when contact was imperfect the absorption was very 
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marked. When an entire bone was transplanted 
absorption was much slower. From these facts it 
seems reasonable to conclude that the agents of 
absorption are not cells of the transplant which 
remain alive and become changed into osteophages. 
The latter may be derived from the host bone or the 
connective tissue in the vicinity. 

Michon’s findings in experimental work with 
entire bone transplants convinces him that total 
transplants die and become absorbed. 

The foregoing applies to fresh bone transplants. 
Dead bone transplants tend to become eliminated. 
If elimination does not occur they become encysted 
and their absorption is slow. 

The histologic examinations show not only that 
transplants die, but also that when there is intimate 
contact between the transplant and the host bone 
absorption is retarded. In the latter case the trans- 
plant persists in its first form, constituting a frame- 
work for the new bone formed by the host bone. 
The new bone is progressively substituted for the 
old bone. The stage of replacement of the trans- 
plant is preceded by revascularization of the haver- 
sian canals. 

The author applies his findings to the various 
types of reparative operations on the hand. 

W. A. BRENNAN. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Goecke, C.: The Diagnosis of Traumatic Diseases 
of the Spinal Column and ‘“‘Insufficientia Ver- 
tebree’’ (Schanz) (Die Diagnose der trauma- 
tischen Wirbelsaeulenerkrankungen und die “In- 
sufficientia vertebrae” [Schanz]). Arch. f. klin. 
Chir., 1922, cxix, 787. 


The author reports the results of his studies of 
diseases of the spine in wounded soldiers: (1) 
organic diseases of the spine without nervous dis- 
turbances, (2) organic diseases of the spine with 
nervous disturbances, (3) functional neuroses with- 
out organic disease of the spine. 

Strain fractures of the vertebral bodies are fre- 
quently unrecognized as the later symptoms may be 
remarkably slight. Fractures in which the vertebral 
processes are broken off are also often diagnosed 
erroneously. In many cases the breaking off of the 
transverse process is an indirect fracture due to 
sudden muscle pull and twisting. In these unrecog- 
nized cases the condition is wrongly regarded as 
insufficientia vertebre. 

The pathology of compression of the _ inter- 
vertebral disks is not definitely known. Measure- 
ment of the distance between the vertebre gives 
some clue regarding the presence of the condition. 
It is very difficult to determine the loss in thickness 
of the disks exactly. Compression of a single car- 
tilaginous disk is very rare. Gunshot fractures are 
easy to diagnose from their results. 

With regard to inflammatory conditions of the 
spine the author states that in cases of tuberculosis 


it may be difficult to make a diagnosis from the 
very early symptoms, and the question of trauma 
may further increase the difficulty. Chief among 
the chronic deforming inflammations is spondylitis 
deformans. This is well known and has been fre- 
quently described. It is found most commonly in the 
thoracic or the lumbar spine. It is a primary degen- 
eration of the cartilaginous disk with irritation. 
Bechterew’s chronic rigidity and Struempell’s anky- 
losis of the spine are well known. Trauma is often 
recognized as the cause. Congenital predisposition 
frequently plays a réle. 

In injuries to the spinal column with nervous dis- 
turbances, a heightened nervous susceptibility to 
disease must be assumed. Functional neuroses may 
be associated with any variety of organic disease of 
the spinal column. Even slight organic changes in 
the spine in scoliosis are often associated with nerv- 
ous symptoms. Without doubt, an important réle 
is played by meningitis serosa circumscripta. 

Payr’s study of the pathology of the spine throws 
light on its developmental disturbances and sus- 
ceptibility to disease. Multiple sclerosis is an impor- 
tant factor in diseases of the spine and organic 
nervous diseases. Persons with functional neuroses 
following accidents and without organic spinal dis- 
ease are neurotics who are especially predisposed to 
functional diseases. In Schanz’s insufficientia verte- 
bre the transition is uninterrupted from slight 
nervousness to mental disease originating in trauma. 

Koca (Z). 
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Brown, L. T.: Beef Bone in Stabilizing Operations 
on the Spine. J. Bone & Joint Surg., 1922, n.s. iv, 
711. 

Brown reports the use of a heterogeneous bone 
transplant, such as beef bone, in stabilizing opera- 
tions on the spine. 

Thirty-four cases are cited, all of which were 
operated upon by members of the orthopedic staff 
of the Massachusetts General Hospital and by prac- 
tically the same technique. Twenty-nine were cases 
of tuberculosis of the spine, four were cases of frac- 
ture of the spine, and one was a case of anterior 
poliomyelitis. 

Twenty-one of the patients were males, and 
thirteen were females. Their ages ranged from 13 
to 47 years. The duration of symptoms before 
operation varied from six months to fifteen years. In 
20 per cent of the cases of tuberculosis two distinct 
foci were found in the spine. 

The splints were made from beef ribs cut at right 
angles to their flat surfaces to form two cortical 
layers with a cancellous layer between. The rib was 
boiled for an hour before the splint was removed. The 
splint was then boiled twice for an hour at twenty- 
four-hour intervals. The operation consisted in most 
cases of a combination of the spine splitting and the 
fusion operation. The usual postoperative care was 
given. 

In a review of the cases from one to four and one- 
half years after the operation it was found that nine- 
teen of the patients were in excellent condition, four 
had died, four were not benefited, and four were 
operated upon again, two because of fracture of the 
splint and two because of secondary foci. In three 
cases the splint was removed. In ten cases an X-ray 
examination made from one to four years after the 
operation showed the density of the spine and splint 
to be unchanged. In eight there was no change in the 
size of the splint. In one case slight hypertrophy of 
the splint was suggested. In thirteen cases the X-ray 
showed that the splint was in place, and in five cases 
it revealed a break in the splint. 

In the cases re-operated upon no evidence of 
irritation or inflammation was found around the bone 
splint. In one case the cancellous portion of the 
splint was replaced by connective tissue, and in two 
cases the splint seemed to be attached to the spinous 
processes. In no case had the spinous processes 
become fused together. Histologic examination of a 
specimen obtained at these operations showed no 
evidence of new bone formation in two cases, slight 
evidence in one, and active proliferation in one. The 
author’s conclusions are: 

1. The use of beef bone does not increase the 
operative risk. 

2. The splint is tolerated by the body. 

3. There are certain technical advantages in the 
use of beef-bone splints. 

4. A disadvantage of the method is that regener- 
ation is slow. 

5. The dead bone is a sequestrum. 

Joun W. Powers, M.D. 


Boisseau, A., Lhermitte, J., and Cornil, L.: A Case 
of Complete Section of the Dorsal Cord by 
Direct Contusion: An Anatomo-Pathologic 
Study (Sur un cas de section compléte de la moélle 
dorsale par contusion directe; étude anatomo- 
clinique). Rev. neurol., 1922, xxix, 902. 


Since the war, various reports have shown that 
complete section of the spinal cord may be followed 
by functional recovery in the lower spinal trunk 
and that the automatic and reflex activity of the 
segment below the lesion may be indicated by a 
series of manifestations of great physiological interest. 

The authors’ case was that of a man who received 
a gunshot injury in June, 1918, and survived until 
January, 1921, when he committed suicide. Au- 
topsy showed a complete break in the dorsal spine 
extending over two segments. After a period of 
absolute paraplegia with retention of urine and an- 
zsthesia extending to the ribs which persisted for 


about seven months the clinical picture ‘was mod- , 


ified by the appearance of defensive and auto- 
matic medullary movements, reflex micturitions, 
and erections. The tendon reflexes and the muscu- 
lar tonus increased. Twenty days after the injury 
the tendon reflexes were absent but eighteen months 
later they were present on both sides and apparent- 
ly increased. 

Besides the reflexes of medullary automatism the 
authors noted in this case spontaneous automatic 
movements analogous to those in total section of the 
dorsal cord described by Lhermitte. Eight months 
after his injury the man moved his lower limbs often 
without apparent cause but with precise synchron- 
ism every two seconds. Recovery of bladder func- 
tion was indicated by the reflex micturition. 

The survival of thirty-one months in this case is 
one of the longest on record in a case of complete 
traumatic section of the cord. The autopsy showed 
that the complete necrosis of the cord was due to 
direct contusion of the spinal axis caused by the 
passage of the projectile. 

The case offers further proof that after the first 
period of shock or medullary coma there is a long 
period during which the restoration of spinal 
automatism is indicated by the appearance of 
tendinous, defensory, and other reflexes. Sooner or 
later, however, the kidneys are attacked by ascend- 
ing nephritis. This probably would have occurred 
ultimately in the authors’ case. W. A. BRENNAN. 


Stewart, T. G.: Some Observations on the Symp- 
tomatology of Spinal Tumors and Compres- 
sion Paraplegia. Med. Press, 1922, n.s. cxiv, 304, 
325. 

The author describes the signs and symptoms of 
lesions of the various anatomical parts of the spinal 
cord and gives a table showing motor localization in 
the spinal cord and a chart showing the segmental 
distribution of the spinal roots. 

When the spinal fluid is cut off by compression it 
varies in color below the lesion from a pale straw to a 
deep green and coagulates rapidly. This may occur 
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also in cases of spinal tumor, meningitis, and Pott’s 
disease. 

The level of an extra-medullary lesion may be de- 
termined on the basis of the local signs of spinal de- 
formity and root involvement and by the remote 
signs of changes in the reflexes. 

Disturbance of the sympathetic system may be 
caused by a lesion of the eighth cervical root or the 
upper two dorsal roots. The symptoms may be due 
to irritation (exophthalmos and dilation of the pupil) 
or paralysis. 

The author describes the symptoms and differen- 
tial diagnosis of various forms of compression para- 
plegia as follows: 

1. Leptomeningitis. The cause of this condition 
is generally unknown but may be syphilis. Lepto- 
meningitis usually occurs after the fortieth year of 
age. Chronic leptomeningitis with thickening may 
cause pressure on the cord or interfere with its cir- 
culation. The symptoms are widespread and indef- 
inite. There is a slight degree of bilateral spastic 
weakness associated with difficulty in micturition, 
subjective sensations of numbness, and _ tingling 
around the body without detectable sensory loss. 
The onset of the condition is gradual and its progress 
slow. When there are adhesions and the cerebro- 
spinal fluid is obstructed the dura may be distended 
above the constriction. Pulsations are visible above, 
and absent below, the constriction. The arachnoid 
may be adherent to the cord. A local collection of 
cerebrospinal fluid may form an arachnoid cyst. 
These cases begin with diffuse symptoms, but de- 
velop signs of a definite level of compression. 

2. Pachymeningitis. This condition may be due 
to syphilis or tuberculosis. In other cases the cause 
is unknown. When it is due to syphilis it is usually 
secondary to spinal lues or a local gummatous 
condition. As a rule the cervical and lumbar spines 
are affected. When the condition is tuberculous it 
generally results from the direct extension of spinal 
caries. Root symptoms occur first and are the most 
prominent. Pain is followed by weakness, mus- 
cular atrophy, and loss of sensation. Cord symptoms 
appear two or three months after the onset of root 
symptoms. When the condition is unilateral there 
is a Brown-Séquard syndrome; when it is bilateral, 
compression paraplegia ensues. 

3. Circumscribed slowly growing intrathecal tu- 
mors. These growths are neurofibromata, fibrosarco- 
mata, endotheliomata, or psammomata. They are 
attached to the inner side of the theca, to the arach- 
noid, nerve roots, or pia mater. They tend to grow 
in a spindle shape parallel to the cord, between the 
anterior and posterior roots, and to indent the lateral 
columns. The majority are located in the cervical 
and upper dorsal regions. The course of the symp- 
toms depends upon the part of the cord compressed. 
As the pressure increases, typical paraplegia with 
motor and sensory symptoms and changes in the 
reflexes devclop. There are no sphincter disturb- 
ances when the Brown-Séquard syndrome is present 
but these appe_r when the pressure is bilateral. 


4. Diffuse intrathecal tumors. These growths are 
generally sarcomata of the sacral or dorsal regions. 
Dorsal region tumors are usually secondary to medias- 
tinal growths. As a rule the growth develops be- 
fore the twentieth year of age. Root symptoms are 
early, severe, and rapid. After the development of 
cord symptoms the lesion rapidly becomes complete. 
Sacral region tumors cause perineal pain, loss of 
sensation in the sacral region, incontinence of urine 
and faces, wasting and paralysis of the lower ex- 
tremities, and loss of the deep reflexes. 

5. Extrathecal growths. These include hydatid 
cysts, sarcomata, fibrosarcomata, endotheliomata, 
psammomata, and lipomata. The majority arise 
in connection with the roots or the theca in the 
middorsal region. Fibrosarcoma, and endothelioma 
occur most frequently between the ages of 30 and 50 
years. Lymphosarcoma and round-cell sarcoma 
occur about the age of puberty. The spinal symp- 
toms consist of pain in the back referred to the region 
ofthetumor. Local tenderness and deformity of the 
spine are rare. So also are root symptoms. Cord 
symptoms are usually bilateral and begin gradually. 
Rapidly growing extrathecal tumors are usually 
sarcomata and carcinomata. Root symptoms are 
practically always present and spread rapidly from 
one side to the other. Bilateral cord symptoms 
develop soon after the root symptoms, and a com- 
plete transverse cord lesion quickly appears. 

6. Diseases of the spine which give rise to com- 
pression paraplegia. These conditions are tuber- 
culosis, sarcoma, and carcinoma. The author de- 
scribes the symptoms and course of tuberculosis of the 
spine and its relation to compression paraplegia. 
The tuberculous abscess may compress the cord 
against the vertebral column or a tuberculous pachy- 
meningitis may be set up with the formation of ad- 
hesions between the cord, meninges, and diseased 
vertebra. Relief of the pressure may lead to an 
astonishing recovery of function. Hyperesthesia at 
and above the level of the lesion points more to an 
infective myelitis than simple compression. Car- 
cinoma of the spine is always secondary, usually to 
cancer of the breast, stomach, intestines, rectum, 
uterus, prostate, lungs, kidneys, suprarenals, or 
thyroid. Most metastases occur within eighteen 
months to five years. Metastases may be more or 
less generalized, affecting several vertebra and pelvic 
bones. Sarcoma may be primary or secondary and 
tends to remain more localized and to grow more 
slowly than carcinoma. Secondary sarcoma spreads 
rapidly. Sarcoma may pass into the vertebral canal 
without invading the spine. 

In extramedullary cases, root symptoms are fol- 
lowed by signs of involvement of the same side of the 
cord and later by involvement of the other side: 
definite segmental loss is typical; extension of the 
symptoms upward is almost unknown. Cord-pres- 
sure symptoms are progressive; dissociation sensory 
loss may occur; remote loss is more segmental. 

In syringomyelia the symptoms are usually refer- 
red to the lumbar or cervical regions, but occasion- 
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ally to the bulbar. Local symptoms precede the on- 
set of cord symptoms, but the sensory loss is dif- 
ferent from that due to a posterior root lesion. 
Trophic disturbances are severe and may appear 
early. The Brown-Séquard syndrome is rare. Def- 
inite segmental loss is unusual, but upward exten- 
sion of the symptoms is common. Cord-compres- 
sion symptoms are frequently remittent. Disso- 
ciation sensory loss may occur. 
Watter C. Burkert, M.D. 


Adson, A. W., and Ott, W. O.: The Results of the 
Removal of Tumors of the Spinal Cord. Arch. 
Neurol. & Psychiat., 1922, viii, 520. 


The results following the surgical treatment of 
spinal cord tumors depend upon the duration of the 
symptoms and the position, level, and type of the 
tumor. While the histories of patients with spinal 
cord tumors are not always constant, they are sug- 
gestive and give the first clew to the presence of 
such a lesion. Sensory disturbance is usually the 
first symptom. This is associated with motor dis- 
turbance and followed later by exaggerated reflexes 
below the cord segment involved. 

The first operation for the removal of a tumor of 
the spinal cord was performed by Horsley about 
thirty-five years ago. Since then, many such tu- 
mors have been removed, but many have also been 
overlooked. The rate of progress of the disease de- 
pends on the position and type of the tumor. Intra- 
medullary neoplasms usually progress slowly. Hard 
encapsulated tumors cause considerable pressure 
and marked paralysis in a few months. Tumors of 
the cord may occur in any part of the spinal canal; 
their average incidence is highest in the thoracic 
region, next highest in the cervicodorsal, and lowest 
in the dorsolumbar region. While spinal puncture is 
of value in the diagnosis, extramedullary tumors 
cannot be distinguished thereby from intramedullary 
tumors. 

A review of the records of the Mayo Clinic shows 
that 112 patients were operated on for spinal cord 
tumor from January, 1910, to April, 1922. Sixty- 
four were males and forty-eight were females. 


SURGERY OF THE 


Lewis, D., and Miller, E. M.: Peripheral Nerve 
Injuries Associated with Fractures. Ann. Surg., 
1922, Ixxvi, 528. 

Nerve injuries are associated with fractures much 
more frequently than is generally supposed. They 
are overlooked because of hasty and incomplete ex- 
amination of the fracture. 

The injury varies from the slightest contusion 
from which the patient rapidly recovers to anatom- 
ical division and callus inclusion which demand 
surgical interference. 

It is often impossible to differentiate even between 
physiological interruption of the nerve current and 
anatomical division of the nerve bv the most careful 


Ninety-seven of the operations in this series were 
performed from 1916 to 1922, and in seventy-six 
instances neoplasms were found. For detailed study 
the diseases in the series were divided into nine 
groups: (1) extradural tumor, 14; (2) intradural but 
extramedullary tumor, 30; (3) intramedullary 
tumor, 31; (4) chronic meningomyelitis, 27; (5) 
angioma of the spinal cord (varicose veins), 3; (6) 
echinococcus cyst, 1; (7) tuberculoma of the cord, 2; 
(8) gumma of the cord, 2; and (9) cerebellospinal cord 
tumor, 2. In four of the cases of chronic meningo- 
myelitis a tumor was found at autopsy. 

The average duration of symptoms was twenty- 
eight months in Group 1; forty-five months in 
Group 2; forty-five months in Group 3; and forty 
months in Group 4. The other groups are so small 
that a definite average was not obtained. 

Root pain was present in eight cases (57 per cent) 
of Group 1; in twenty (66 per cent) of Group 2; in 
twenty-two (71 per cent) of Group 3; and in thir- 
teen (54 per cent) of Group 4. In Groups 5, 6, 7, 
8, 9 there were four cases of root pain (44 per 
cent). 

In fifty-nine cases the tumor was in the dorsal 
region, occasionally extending into the cervical and 
the lumbar areas. In eighteen cases it was in the 
cervical region, in nine in the lumbar region, and in 
three in’ the sacral region. In twenty-three no 
tumor was found, the symptoms being due to an 
inflammatory process. 

In a series of 112 laminectomies, tumors were 
removed in eighty-five (76 per cent). Forty-three of 
the tumors (51 per cent) were removed completely, 
twenty-six (30 per cent) were removed partially, and 
sixteen were not removed. In twenty-seven cases no 
tumor could be found at operation; in four of these, 
tumors were demonstrated later. Seventy-nine pa- 
tients are living; twenty-two are perfectly well and 
at work; seven are improved and able to do a little 
work; twenty-one are improved but not at work; 
and fourteen are helpless. Fifteen patients could 
not be traced. Seventeen died in the hospital, and 
seventeen died subsequently at home. The average 
time between operation and death was two years. 


NERVOUS SYSTEM 


neurological examination, and there is a tendency 
to wait too long for spontaneous recovery. 

When recovery has not begun within three months 
after the injury, the injured nerve should be explored 
and any necessary operation performed. 

Neurolysis is the operation which is most fre- 
quently required. Resection of the humerus should 
no longer be done to permit end-to-end suture of the 
musculospiral nerve. In such cases tendon trans- 
plantation should be performed. 

The prognosis of injuries of the musculospiral 
nerve is very favorable. 

In the late ulnar nerve palsies with cubitus valgus 
transposition of the nerve to the front of the elbow 
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is indicated. When bony outgrowths cause paralv- 
sis, their removal and the placing of the nerve 
in a healthy bed may be suflicient. 

H. A. McKnicur, M.D. 


Ott, W. O.: Experimental Results of Cable Grafts 
and Tubes of Fascia Lata in the Repair of the 
Peripheral Nerve Defects. Minnesota Med., 1922, 
v, 581. 


Experiments were conducted for the purpose of 
comparing the rapidity and completeness of regen- 
eration obtained by two methods of bridging defects 
in peripheral nerves, the use of cable grafts and the 
use of fascial tube grafts. The results were com- 
pared also with those obtained by end-to-end suture. 
Twenty-six experiments were conducted, including 
four controls with end-to-end suture. In eleven 
experiments a cable graft of an autogenous sensory 
nerve was employed, and in eleven others a tube of 
autogenous fascia lata. The length of the gap 
bridged by the cable grafts and the tubes of fascia 
lata was the same. 

The operations were performed on dogs under 
ether anesthesia and with sterile technique. The 
sciatic and musculospiral nerves were used. In the 
control experiments of resection and suture the nerve 
was exposed and sectioned with a sharp scalpel and 
immediately sutured with fine silk. In the experi- 
ments with cable grafts the nerve was exposed, a 
4-cm. portion resected, and an autogenous cable 
graft of several strands of the superficial radial or 
the internal cutaneous nerve or both was inserted. 
The size of the graft was never less than three- 
fourths that of the nerve into which it was intro- 
duced. Very fine silk, one-third of a strand of No. o 
Japanese silk on a No. 12 cambric needle, was used. 
Usually two sutures were placed at each end of each 
strand in order that the funiculi of the graft might 
accurately approximate those of the nerve into which 
the graft was inserted. In fascial tubulization the 
method described by Kirk and Lewis was followed. 
The smooth side of the fascia lata taken from the 
same dog was placed within to form the lining of the 
tube. The bore of the tube was made twice that of 
the nerve repaired. 

The animals were examined often, the time of 
the disappearance of paralysis, the healing of 
ulcers, atrophy of muscles, etc. being noted. Ani- 
mals with infected wounds were discarded; necropsy 
was performed soon after death on those that died 
from causes not affecting the conditions of the experi- 
ment. Those that lived until the termination of the 
experiment were killed under ether. The animals 
were etherized, the muscles supplied by the nerve 
experimented on were exposed by reflecting the skin, 
and the degree of atrophy, muscle tonus, color, 
power of voluntary motion, and response to electrical 
and mechanical stimuli were noted. The nerve 
proximal and distal to the graft, as well as the graft, 
was dissected free, the nerve was cut 2.5 to 5 cm. 
proximal to the graft, and mechanical, galvanic, 
and faradic stimulation was applied to the cut end 


of the distal segment. After these examinations 
had been completed the animals were killed with 
ether and the nerves removed for microscopic study. 

Of interest in the four control experiments in 
which resection and suture were done were: (1) the 
absence of adhesions around the suture line, (2) the 
normal appearance of the animals after from four to 
six months and the healed condition of the ulcers. 
(3) the absence of muscular atrophy, (4) the norma! 
response to pinching and electrical stimulation a) 
plied to the isolated nerve proximal to the suture 
line, and (5) the normal microscopic picture of the 
nerve distal to the suture line. 

In the eleven experiments in which gaps were 
bridged with cable grafts the animals progressed 
well, but not so well as those in the control experi 
ments with end-to-end suture. The ulcers healed, 
the paralysis disappeared, and the animals apparent- 
ly became normal after from eight to ten months. In 
seven instances the estimated return of function after 
three hundred and thirty-four days or longer was 
70 to 85 per cent. Proximal neuromata were present 
in all cases, but were smaller than in experiments 
with fascial tubes. Adhesions to the graft were thin 
and fewer than in the experiments with fascial 
tubes. Fibrous tissue in the graft was not seen 
microscopically; the spaces between the funiculi 
were filled largely with loose areolar tissue. 

In the eleven experiments with fascial tubuliza 
tion all the animals remained paralyzed and the 
ulcers were unhealed at death. In two instances in 
which the animals lived more than three hundred 
and thirty-four days the estimated return of func- 
tion was 25 and 10 per cent respectively. The prox- 
imal neuroma was very large in every case; adhesions 
to the graft were dense and firm, and the graft could 
be separated from the surrounding tissues only with 
difficulty. Large amounts of fibrous tissue were seen 
microscopically along the graft; in most of the old 
cases as much as 75 per cent of the area of a cross 
section was made up of fibrous tissue. 

In the author’s experiments with fascial tubuliza- 
tion it appeared that at a late stage the fibrous 
tissue which had proliferated inside the fascial tube 
and the fascial transplant contracted and strangu 
lated the enclosed nerve fibers, thus preventing the 
complete return of function in the nerve. This 
process explains the failure of fascial tubulization 
clinically, and may prevent the return of function 
when cable grafts are used, especially if the graft is 
placed in a bed of scar tissue. 

The conclusions drawn are as follows: 

Experimentally, autogenous cable grafts over a 
gap of 4 cm. result in satisfactory return of function; 
they require a longer time than end-to-end suture, 
and the return of function is not so complete. 

Tubes of autogenous fascia lata used to bridge 
gaps of 4 cm. result in delayed and incomplete 
return of function, if any at all. 

Regeneration takes place through the fascial 
tubes. At first the nerve elements are abundant, 
but later they are largely replaced by fibrous tissue. 
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McGuire, E. R., and Burden, J. F.: An Unusual 
Case of Sarcoma of the Median Nerve. Swrg., 
Gynec. & Obst., 1922, XXXv, 453- 


The patient was a woman aged 4o years who had 
been perfectly well until five years previously when 
she noticed a swelling on the anterior surface of the 
right forearm, midway between the wrist and the 
elbow. This swelling was not painful or tender. Five 
weeks before admission to the hospital, the arm 
began to swell in the region of the tumor, this swell- 
ing continuing until the arm was half again as large 
as the left arm and severe pain developed. 

Operation disclosed a mass 8 in. in diameter in- 
volving the median nerve. The nerve was divided at 
either end of the tumor and removed. The resulting 
gap measured more than 9 in. 

The tumor was diagnosed on microscopic exam- 
ination as a rapidly growing, irregular, spindle-cell 
sarcoma originating in a neurofibroma. 

Five weeks after the primary operation the patient 
returned with another swelling at the site of opera- 
tion. An incision was made for diagnosis and another 
sarcoma found. 

After extensive X-ray treatment it was necessary 
to amputate the arm. The second tumor was also 
a spindle-cell sarcoma. H. A. McKnicut, M.D. 


Linell, E. A.: On Solitary Fibromyxomata of 
Peripheral Nerve Trunks, with a Description 
of a Case of Cystic Fibromyxoma of the Median 
Nerve. Brit. J. Surg., 1922, x, 202. 


The patient was a woman 42 years of age who 
had a lump in the right arm which had been growing 
gradually for four years. When first noticed, the 
growth was the size of a hazel-nut but at the time 
it was seen by the author it was as large as a pigeon’s 
egg. The only symptom was occasional shooting 
pain from the site of the tumor down into the 
middle finger. 

Examination revealed a well-defined, painless, 
fusiform swelling on the antero-internal aspect of 
the upper arm slightly above the internal condyle 
of the humerus. The tumor was freely movable 
laterally, but not in the long axis of the limb. It 
was unattached to the skin, and elastic to the touch, 
but fluctuation was not demonstrated. Its essential 
connection with the median nerve was not considered 
on account of the complete absence of motor and 
sensory symptoms. From its proximity to the line 
of the nerve it seemed reasonable to ascribe the 
shooting pains in the median area to pressure. A 
diagnosis of soft fibroma arising from the deep 
fuscia was made. 


At operation, November 21, 1921, the tumor was 
removed. Both resected ends of the nerve appeared 
quite normal. End-to-end anastomosis was done 
with the elbow flexed, and the arm then maintained 
in this position. 

At the time this report was written sensation 
was beginning to return but there was as yet no 
evidence of motor recovery. 

The author discusses the histology of the tumor 
and shows six photomicrographs of various areas. 

A brief historical survey of solitary fibromyxomata 
of peripheral nerve trunks is given. 

The conclusions drawn are as follows: 

1. A hemorrhagic cyst of spontaneous origin 
arising in a peripheral nerve may be benign. 

2. In the absence of more definite evidence of 
sarcoma, such as infiltration of the nerve above and 
below the lesion or adherence to surrounding struc- 
tures, it would have been advisable in the case 
reported merely to puncture the cyst and remove 
as much as possible of its wall without interfering 
with the continuity of the nerve bundles, thus 
avoiding the risk of incomplete regeneration after 
resection and end-to-end suture. 

Carv R. Sterke, M.D. 


Gomoin, V.: The Surgery of the Sympathetic 
Nerve (Sympathicus Chirurgie). Spitalul, 1921, 
xli, 54. 

Gomoin briefly describes the very poorly known 
physiology and pathology of the sympathetic nerve 
and the cervical sympathectomy first done by Ja- 
boulay in 1896 which was later applied with dif- 
ferent results by Jonnescu as total and bilateral 
resection of the cervical sympathetic in Basedow’s 
disease, epilepsy, and glaucoma. 

Gomoin states that the surgery of the sympathetic 
nerve ought to be better known in Roumania as the 
cervicothoracic sympathectomy also was done first 
by Jonnescu and himself (both Roumanians) in the 
year 1916. The patient, who had angina pectoris, 
has remained well up to the present time. The 
abdominal sympathectomy was done by Jaboulay 
in 1897 and later by Leriche and Heresen. Gomoin, 
in the year 1914, was the first to extirpate the semi- 
lunar ganglia, an operation he called ‘“‘solarectomy” 
and applied successfully to the treatment of tabetic 
crises. The sacral sympathectomy has been prac- 
ticed with varying results by Jonnescu since 1914 
in vaginismus, sciatica, lightning pains, and tabes, 
and was applied with the best result by Gomoin for 
the relief of pelvic pain due to inoperable cancer of 
the uterus. STOIANOFF (Z). 
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MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 

Kirch, E.: Observations on Cystic Xanthomatous 
Tumors and the Genesis of Xanthomatous 
Tumors in General (Ueber cystische xanthoma- 
toese Geschwuelste und die Genese der xantho- 
matoesen Geschwuelste im allgemeinen). Beitr. z. 
path. Anat. u. 2. allg. Path., 1922, 1xx, 75. 

The author has observed two interesting cases of 
xanthomatous blastoma, one that of a man 39 years 
old and the other that of a woman 27 years old. In 
the first case the tumor, which was the size of a 
goose egg, developed on the medial aspect of the 
right knee. In the second case the neoplasm was a 
fungous growth, the size of a hen’s egg, on the out- 
side of the left knee. 

Both tumors had a cystic character. Their 
xanthomatous nature was evident macroscopically, 
from the peculiar sulphur-yellow and rust-brown 
marbled appearance of the sections. Histologic 
study revealed a structure consisting of two ele- 
ments, one sarcomatous and the other lymphangiom- 
atous, the latter leading to the formation of cysts. 
The foam cells characteristic of xanthoma had their 
origin in the lymphoid endothelium. 

In the first case a considerable increase of the 
cholesterin content of the blood was demonstrable. 
Unfortunately a similar test was impossible in the 
second case. As a disturbance of the cholesterin 
metabolism is always present in cases of xanthom- 
atous blastoma, the author believes that under 
favorable conditions in preexisting tumors, such as 
the lymph stasis in the lymphangioma in both of his 
cases, a xanthomatous transformation of certain 
kinds of cells occurs as the result of the deposit of 
cholesterin fatty acid esters, and that thereby 
blastomata may be transformed secondarily to 
xanthomatous tumors. LEMKE (Z). 


Shaw-Mackenzie, J. A.: A Study in the Diagnosis 
of Cancer by Means of Serum Reactions. 
Lancet , 1922, cciii, 759. 

This article draws attention to a new test for 
cancer based on a turbidity reaction in the serum. 
Saponified and ether extracts of cancer tissue were 
added respectively to the serum of patients] who 
were suffering from cancer and the sera then incu- 
bated at 37 degrees C. for eighteen hours. They 
thereupon formed a permanent emulsion or precipi- 
tate, a cloud or the trace of a cloud inthe serum. As 
a rule the ether extract was diluted with a pure 
sodium-chloride solution. Normal serum did not 
give the cloudiness mentioned. 

This test is similar to that of Freund of Vienna 
which is based upon the observation that the isolated 
cells of carcinoma are dissolved by normal serum 
whereas the normal cells are resistant to carcinoma 
serum. The same is true of sarcoma. The destruc- 


tive action of the normal serum on the cancer cell is 
attributed to its fatty acids. The latter are not pres- 
ent in carcinoma serum. 

The test was used on 136 persons, fifty-eight of 
whom were normal. Only two positive reports were 
not confirmed; one was a case of diabetes and the 
other a case of neurosis. P. W. Sweet, M.D. 


SERA, VACCINES, AND FERMENTS 

Chiari, O. M., and Gamper, E.: The Galvanic 
Excitability of Motor Nerves Following the 
Parenteral Injection of Heterogeneous Serum 
(Ueber das Verhalten der galvanischen Erregbarkeit 
der motorischen Nerven nach parenteraler Einverlei- 
bung artfremden Serums). Deutsche Ztschr. f. Chir., 
1922, clxxii, 265. 

In a number of cases a pronounced sickness fol- 
lowed a single subcutaneous injection of serum 
equivalent to 10 c.cm. of tetanus antitoxin, and there 
was also an abnormal condition of excitability in 
various muscle groups in the form of tonic-clonic 
contractions. The course of the three cases in which 
these symptoms were most marked is reported. 

In the first case the facial expression and trismus 
suggested tetanus, but ruling out this condition was 
the fact that the trismus appeared simultaneously 
with the serum exanthem and the fact that the 
symptoms disappeared without remedial measures. 
In the second case there was the possibility that 
the patient had had a local tetanus a few years pre- 
viously following an injury and that after a second 
injury he developed an exactly similar condition 
after an injection of serum as he did when treated 
by the author. The third patient developed a 
marked swelling of the arm after the injection and 
became unable to separate the jaw normally; this 
patient had also been given horse serum. 

These observations led to a re-examination of a 
number of other patients who were given prophy- 
lactic injections of tetanus serum. Reactions as 
marked as those in the three cases described were 
not seen, probably because the sera used subse- 
quently were somewhat stale and therefore had 
partly lost their anaphylactic effect. 

The other examinations included the testing of the 
galvanic excitability of muscle (the determination of 
the threshold value of the cathode closure contrac- 
tion) on percutaneous stimulation of the nerves, and 
the observation of Chvostek’s facial nerve phenom- 
enon and of the ulnar and peroneal nerve phenomena. 
After the first injection of tetanus serum and after 
re-injection, the galvanic excitability and frequently 
also the mechanical excitability of the muscles was 
increased. The intensity and the duration of this 
hyperexcitability are subject to variations. Occa- 
sionally the condition is demonstrable only transi- 
ently. In general it seems to be proportional to 
the other symptoms of serum disease, but it appears 
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also as the only symptom of the reaction of the 
organism to the injection of serum. 
The behavior of the threshold values of the gal- 


* yanic excitability is very constant, viz., a rapid 


sinking following the injection of the serum and a 
gradual increase, protracted over a number of days, 
to the average value. The parenteral injection of 
heterogeneous serum is considered to be the cause of 
this change in the galvanic excitability. The other 
disturbances observed after the injection of serum 
are easily correlated with the recognized anaphy- 
lactic reaction to which the described increase in the 
galvanic excitability of nerves must be added as a 
new symptom of serum disease. It may possibly 
explain also the aggravation of the condition of pa- 
tients with tetanus which often occurs immediately 
after the injection of the serum. GuEMBEL (Z). 


BLOOD 


Cosacescu, A.: A Simple Procedure for Testing the 
Circulation in Gangrene of the Extremities 
(Ein einfaches Verfahren zur Pruefung der Zirkula- 
tion (vaso-motorischer Strich) bei Gangraen der Ex- 
tremitaeten). Spitalul, 1921, xli, 384. 


The question whether or not amputation should 
be done in gangrene of the extremities is often very 
difficult to answer. In 1907 Moscovicz introduced 
oscillometry as a method of ascertaining the condi- 
tion of the circulation. In spite of the value of this 
procedure, however, it was necessary to seek for 
another, as it is very painful and in some instances 
appears to make the circulatory condition worse. 
The author has tried out the following procedure, 
which he designates as ‘‘the test with the vaso- 
motor streak.” 

With the patient standing up or lying down a 
continuous line is traced from the proximal to the 
distal end of the affected extremity with a blunt 
instrument. After a brief period of pallor in this line 
the well-known red vasomotor streak appears. If 
the limb is normal, the streak appears quickly and 
the coloring is bright and of the same intensity 
throughout. If the red streak stops suddenly at any 
point, there is no circulation below that point. 

If this test is made on the four sides of the 
extremity, it gives an exact circular demarcation of 
the tissue which is well supplied with blood from 
that which is poorly supplied. Amputation at the 
limits indicated by the test almost always resulted in 
primary healing; in no case was re-amputation neces- 
sary. 

The author suggests that this procedure might be 
of value in indicating the site of an embolus. 

WoHLGEMUTH (Z). 


BLOOD AND LYMPH VESSELS 


Morosoff, S. D.: The Conservative Treatment of 
False Aneurisms (Zur konservativen Behandlung 
der falschen Aneurysmen). Wojenno Medizinskij 
Jurnal 9 Armii, 1922, Nos. 2-3, 9. 


The author has devised an apparatus for auto- 
matic pad pressure which is applied over the injured 


vessel (femoral artery) above the false aneurism. 
In one case it was possible to decrease the size of a 
fresh traumatic aneurism in Hunter’s canal by daily 
pressure for from six to eight hours. Prtrow (Z). 


Sencert, L., and Blum, P.: A Case of Arteriotomy 
for Embolism of the Axillary Artery Followed 
by Complete and Definite Recovery (Un cas 
d’artériotomie pour obstruction embolique de 
l’axillaire suivie de guérison compléte et définitive). 
Bull. Acad. de méd., Par., 1922, \xxxviii, 84. 


From a study of all reported cases of operative 
clearance of embolized arteries Lejaro in 1911 con- 
cluded that this treatment is of little value. Soon 
thereafter Mosny and Dumont reported the first 
case of embolectomy followed by complete success. 
Sencert and Blum in this article report a second 
similar case. 

The patient was a man aged 58 years whose right 
arm was completely immobile, paralyzed, and with- 
out the least sensation. The condition was diagnosed 
as embolism of the axillary artery with complete 
obliteration of the vessel. An arteriotomy with 
resection of the embolus was decided upon. The 
artery was opened in the subclavicular region after 
section of the pectoral muscles. On dissection of the 
vessels several collaterals in the vicinity were found 
enormously distended. The embolus was near the 
inferior scapular artery at the base of the axilla. The 
axillary artery was ligated above and below the 
embolus. An incision about 114 cm. long was then 
made in the vessel over the embolus but no blood 
escaped, the lumen being completely occluded by a 
clot. The clot removed was 4 cm. in length. 

When the ligatures were loosened there was still no 
flow of blood. The incision was therefore extended 
upward. A second clot, or rather another part of the 
first one, was then found. This also was extracted 
through the wound. It was of the same size as the 
first portion. Immediately following its removal 
the blood flowed abundantly in spite of the ligature 
traction. After careful suturing of the arterial 
breach the ligatures were removed. The radial pulse 
reappeared immediately full and strong; an hour 
later the cyanotic and paralyzed limb was warm and 
colored. For several days there were some minor 
Volkmann symptoms but ultimately the result was 
perfect and the blood pressure the same in both arms. 

W. A. BRENNAN. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Kross, I.: Parabiosis and Organ Transplantation. 
Surg., Gynec. & Obst., 1922, Xxxv, 495- 


The problems in connection with tissue and organ 
transplantation have interested workers both in the 
laboratory and in the operating room. The many 
failures occurring in the earlier period were due to 
the lack of asepsis, improper technique, etc., but 
when all these factors are eliminated there still 
remains the unsurmountable obstacle presented by 
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the absorption of the graft. In a great many cases 
in which the technique was flawless and the asepsis 
beyond question, autotransplants of entire organs 
have been successful while homotransplants have 
failed. 

From the results obtained so far ft may be con- 
cluded that the graft acts as a foreign body and 
meets with the same treatment from the host. 
The theory upon which the study reported in this 
article was based is that a parabiotic union removes 
the chemicobiological differences between two ani- 
mals of the same species and makes the tissues of 
a graft taken from one of them bear the same 
chemicobiological relation to the host as the host’s 
own tissues. 

Experiments were carried out on young adult rats 
of approximately the same age and weight. During 
the course of the parabiotic operation frequent 
fatal complications were encountered, such as in- 
testinal obstruction, pneumonia, and undernutrition 
with starvation of one of the pair. Ten days after 
the parabiotic operation the graft itself was trans- 
planted. Half of one lobe of the thyroid gland was 
excised and inserted into a muscle pocket in the 
anterior abdominal wall of the other animal. This 
pocket was carefully prepared prior to the excision 
of the thyroid in order to reduce to a minimum any 
possible injury to the latter by drying or too much 
handling. The pocket was then closed in two layers, 
muscle and skin. Closure of the neck wound com- 
pleted the operation. 

Forty-four pairs of animals were used in the 
experiments. Of these, three pairs died before 
transplantation of the thyroid tissue, five pairs were 
lost, and seven pairs were decomposed to such an 
extent that histologic findings were worthless. This 
left thirty-two pairs for study. Of this number 
twelve pairs showed absolutely no trace of the im- 
planted tissue. 

Two series of autografts and homografts were 
made, and sections of the thyroids from the para- 
biotic animals were studied with these. With the 
exception of the graft in one pair, all the grafts 
showed marked lymphocytic infiltration with very 
little apparently normal thyroid substance remain- 
ing. Therefore the parabiosis did not neutralize 
the chemicobiological differences; if anything, it 
seemed to make them more intense. 

As the result of his experiments Kross concludes 
that parabiosis does not inhibit those unknown 
agencies which, in so many instances, interfere with 
the success of homografts of highly developed organs 
such as the thyroid. GrorceE FE. M.D. 


Meyer, J., and Ivy, A. C.: Studies on Gastric and 
Duodenal Ulcer: The Relation of Epigastric 
Hernia to Gastric Ulcer—a Clinical and Ex- 
perimental Study. J. Lab. & Clin. Med., 1922, 
Vill, 37- 


The authors’ interest in the relation of epigastric 
hernia to gastric ulcer was first aroused by the case 
of a man 22 years of age who complained of pain in 


the epigastrium, belching, and constipation occur- 
ring regularly two hours after meals. This patient 
was kept under observation for some time and also 
given the ulcer treatment recommended by Sippy, 
but at the end of six weeks no improvement was 
noted. An operation to correct the hernia reveale« 
a small globular mass of preperitoneal fat continu- 
ous with the omentum which protruded through a 
small defect in the linea alba and was adherent to 
the parietal peritoneum. Gross inspection of the 
stomach showed no evidence of ulcer. The appendix, 
which was also removed, was normal. Two years 
have elapsed since the operation and the patient is 
still free from symptoms. 

In their experiments the authors employed four- 
teen dogs. In each animal an epigastric hernia was 
produced. During the course of the experiments the 
occurrence of a pocket formation in the wall of the 
stomach was noted. This, the authors suggest, might 
be regarded as an area of lessened resistance and a 
potential site of ulcer. In man it would be of greater 
importance because of his upright position and 
therefore in man might lead to the formation of an 
ulcer more readily than in the dog. Gastric ulcer 
is very infrequent in dogs and it is difficult to pro- 
duce a chronic ulcer in a normal dog experimentally. 
The pocket formation described has either never oc- 
curred in man or has never been reported. 

The authors prefer to believe that the association 
of epigastric hernia and gastric ulcer is merely ac- 
cidental. The incidence of such an association (13 
per cent) they explain by the supposition that cases 
of this kind are reported because of their interest 
whereas cases of epigastric hernia without proved 
ulcer are not reported because they are relatively 
common. 

The character of the distress in the experiments 
was particularly interesting because a gastric ulcer 
was not present. The pain was almost identical 
with that of gastric ulcer, being dull, gnawing and in- 
termittent. It occurred in the epigastrium one or two 
hours after meals, and was relieved by soda and food. 
One investigator ascribes the genesis of this pain to 
the tension exerted on the herniated omentum by 
the vigorous contractions of the stomach which occur 
intermittently. The authors concur in this opinion 
and believe that it is supported by the fact that 
alkalies relieve both types of pain, the pain of gastric 
ulcer and that of epigastric hernia with omentocele, 
inhibiting the vigorous tonic contractions. These 
contractions begin one to two hours after meals, 
continue until the stomach is empty, and then dis- 
appear until a hunger period ensues. The theory 
mentioned is further supported by the fact that 
coarse food excites and increases the pain in cases o! 
epigastric hernia. 

In making a summary of their work the authors 
state that they are unable to demonstrate experi- 
mentally in dogs that epigastric hernia with omen- 
tocele is a causative factor of gastric ulcer. They 
suggest that the tendency to local pocket formation 
in the wall of the stomach brought about by the 
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tugging of the omentocele may be an etiological 
factor of gastric ulcer in man. They believe that 
the association of gastric ulcer and epigastric hernia 
in man is accidental, the hernia having no direct 
etiological relationship to the ulcer. Epigastric her- 
nia does not cause hyperacidity; the gastric find- 
ings in such cases are within the normal variation. 
In cases of epigastric hernia with gastric symptoms 
operation is indicated definitely. 
GrorceE E. Bemsy, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Kirklin, B. R.: The Roentgenological Study of the 
Pathologic Gall-Bladder. Am. J. Roentgenol., 


1922, N.S. ix, 713. 


A large number of gall-stones cast no shadow in 
the roentgenogram, not even as much as the bile in 
which they are contained. George has called atten- 
tion to the fact, however, that while a single stone 
may not cast a shadow, several stones have a density 
which, with the changes in the gall-bladder wall, 
produces a characteristic shadow’ easily recognized 
when a reasonably good technique is used. 

The normal healthy gall-bladder is not visual in 
the roentgenogram. Therefore when it can be recog- 
nized definitely it is pathologic, i.e., it is enlarged, 
its walls are thickened, the bile is darker in color 
(which means increased density), or there are stones 
in the gall-bladder or ducts. When a good X-ray 
technique is used any of these conditions will cast a 
fairly dense and easily recognized shadow. 

To obtain additional evidence of gall-bladder 
pathology such indirect evidence as may be ob- 
tained with an opaque meal may serve to corroborate 
the direct findings, or in the absence of the latter may 
give information of a nature to aid greatly in the 
diagnosis. In some cases the gall-bladder may cause 
pressure upon the duodenum or the antrum of the 
stomach, displace the jejunum and the colon, or 
cause deformity of the first portion of the duodenum 
by adhesions, hepatofixation of the stomach due to 
pericholecystitis with adhesions, or deformities of 


the hepatic flexure. The emptying time of the. 


stomach following a barium meal is usually much 
shortened when the gall-bladder is diseased. 

The technique of the X-ray examination of the 
gall-bladder is as follows: 

The patient is instructed to take 2 dr. of compound 
licorice powder each night for two or three nights 
previously, and to eat no evening meal the day 
before and no breakfast on the morning of the 
examination. From two to four exposures of the 
gall-bladder region (including all the area between 
the crest of the ilium and the tenth rib) are first 
made, the penetration, time, etc., being varied but 
care being taken that the dark-room assistant 
develops all the films for the same length of time so 
that they will be of different densities. A barium 
meal is then given in the fluoroscopic room and care- 
ful search made for indirect signs. Other gall-bladder 
exposures are made to discover any adhesions. 


pressure involving the stomach and duodenum, or 
other findings which might have been missed in the 
first series of films. The hepatic flexure of the colon 
is studied at eighteen to twenty-four hours. 

During the past twenty-eight months a complete 
roentgenological gall-bladder study of 712 patients 
was made. Roentgen-ray evidence of gall-bladder 
pathology with or without stones was reported in 
251 cases, approximately 35 per cent. The operative 
findings in 214 of these cases were also studied. The 
surgeons reported that the gall-bladder was normal 
to palpation in seven of the cases in which positive 
roentgenological findings had been reported and 
pathological in six of those in which negative 
roentgenological findings were reported. In other 
words, the roentgen-ray conclusions were confirmed 
in all but fourteen cases, or in approximately 93.5 
per cent. 

The author's experience leads him to the con- 
clusion that a careful roentgenological investigation 
of the gall-bladder region should be made in every 
case referred for abdominal study. 

HArtuNG, M.D. 


Lain, E. S.: Treatment of Cancer of the Lip by 
Radiation. Arch. Dermat. & Syph., 1922, vi, 434. 


This is a brief presentation of the results in 248 
consecutive cases of cancer of the lip treated by 
the author with the roentgen ray and radium in 
his private practice between 1g09 and ro2t. The 
diagnosis was made largely from a clinical rather 
than a biopsy examination. Most of the cases were 
of the prickle- or squamous-cell variety. 

Since about 1915 these cases have been classified 
into three groups, according to the location of the 
lesion upon the lip and the degree of its develop- 
ment which largely indicate the prognosis. 

Group 1 comprises those lesions which are situ- 
ated wholly on the cutaneous border of the lip, are 
not deeply indurated, and are without palpable or 
other evidence of metastasis in adjacent glands. 

Group 2 consists of those in which the lesion most 
commonly overlaps the mucosa of the lip and is 
deeply indurated, and the adjacent submental or 
submaxillary glands are palpable. This group in- 
cludes also a few cases of recurrence following 
previous treatment by the application of caustics or 
surgery. In Group 3 are cases of obvious metastasis 
in more than immediately adjacent glands. Approx- 
imately this entire group is composed of patients 
who have tried repeatedly other methods of treat- 
ment and whose condition is hopeless so far as a 
final cure is concerned. 

In the treatment no invariable routine was fol- 
lowed except as regards certain proved or un- 
questioned procedures. One of the latter was the 
radiation of the submental and submaxillary glands 
with hard or gamma rays in all cases of cancer of the 
lower lip. The treatment of metastasizing areas 
was given in most cases by the roentgen ray with a 
milliamperage of from 3 to 5, a spark gap of from 6 
to 10 in., an anode distance of from 8 to 18 in., and 
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filters of from 1 to 4 mm. of aluminum. Later, from 
0.25 to 0.5 mm. of copper was added and the radia- 
tion was given for from twenty minutes to one hour 
at each position. During the past two or three years, 
the glands have been given a dosage of 100 kv., 5 
ma., at a focal distance of from 16 to 18 in. for twenty- 
five to forty-five minutes, this treatment being re- 
peated as indicated in six weeks. 

The author is fully convinced that two or three 
properly timed and filtered doses of radium at in- 
tervals of a few days are more destructive to any 
type of cancer cell than the total given at a single 
exposure. The so-called fractional dosage, with 
either the roentgen ray or radium, is much to be 
feared, although it is more successful if a nearly 
lethal instead of a stimulating dose for the patho- 
logic cell is given each time. The destruction of a 
certain class of early basal-cell cancers situated 
externally on the lips or elsewhere may be more 
rapidly accomplished, and without an objectionable 
scar, by the use of-the combined hard beta and 
gamma rays than with the gamma rays alone. 

The technique used in a certain type of case of 
Group 1, in which there was a proliferating keratotic 
elevation with only a mild degree of infiltration, 
consisted, first, in the application of a 10- or 20-mgm. 
plaque screened with 0.10 mm. of aluminum for a 
period of two or three hours. After ten or fifteen 
days this caused a reaction which was followed 
after twenty or thirty days by degeneration and 
perhaps an exfoliation of all superficial pathologic 
cells. Before this reaction began or immediately 
after the first application, a plaque of from 10 to 
20 mgm. was applied with screening of 0.3 mm. of 
brass for eight to twelve hours. This filter permitted 
only about 5 per cent of the hardest beta rays to 
pass and yet utilized all the gamma rays for deeper 
effects. The deeper effects, which were produced in 
from four to six weeks, consisted in a perceptible 
softening and possibly complete disintegration of 
the deep cellular structures of cancerous nature. 

In the treatment of Group 2, lesions of deeper and 
more extensive development, or of the squamous- or 
the prickle-cell variety, a 10- or 20-mgm. plaque of 
radium screened with 0.3 mm. of brass was first 
applied over the lesion for from ten to fourteen 
hours and then reinforced within a few days by a 
pack of from 100 to 160 mgm. of radium screened 
with 2 mm. of brass and placed on a pad of gauze 
from 1 to 3 cm. in thickness. This pack was placed 
over regions of possible metastasis for a total of 
from fifteen to twenty hours and the application 
was repeated within a few days until a total of from 
2,000 to 3,000 mgm.-hrs. had been given. 

In a certain class of indurated or deeply nodular 
cancers of the lips the application of the plaques 
was followed by the insertion of as many radium 
needles from 1 to 4 cm. apart as were necessary 
thoroughly to radiate the entire area of the cancerous 
growth. These were left for from three to five hours. 

In the treated cases which belonged to Group 1, 
the percentage of cures was 98+. In Group 2 it 


is noted that since the use of the more recent 
and much improved methods of radiation with a 
heavy kilo-voltage and radium packs or when 
radium needles are inserted into the glandular 
metastasis the percentage of cures falls not far 
short of that in Group 1. 

The author draws the following conclusions: 

The cellular morphology of cancer of the lip has 
less importance in the prognosis than the location 
or degree of the development or the age of the pa- 
tient. A prickle- or squamous-cell cancer in the early 
stage of its growth will undergo degenerative 
changes under radium or roentgen-ray radiation 
just as does the basal-cell variety, differing only in 
the amount of radiation necessary and the technique 
of its application. Statistics verified by both clinical 
and laboratory findings now justify the conclusion 
that cancer of the lip is perhaps more amenable to 
treatment by the roentgen ray or radium than by 
surgery, and in most cases radiotherapy is to be 
preferred. ApotpH Hartunc, M.D. 


Pfahler, G. E.:-Cancer of the Lip Treated by 
Electrocoagulation and Radiation. Arch. Der- 
mat, & Syph., 1922, vi, 428. 


In the latest stages of cancer of the lip neither 
radiation nor electrocoagulation nor any other 
form of treatment can be expected to cure. For 
successful results, cancer of the lip must be treated 
early and thoroughly. Thorough treatment means 
radiation, whatever other method is used in addi- 
tion. As a prophylactic measure, every point of 
irritation affecting the lip should be removed. If 
thorough treatment is given in the early stages, 
practically all cases will be cured. 

The author has treated 105 cases of cancer of the 
lip in his private clinic. Eighty of them were pri- 
mary; twenty, recurrent; and five, postoperative. 
Of the eighty patients with primary lip cancer, 
seventy-four recovered and have remained well 
from several months to eighteen years. Two died 
of a continuation of the disease, and two have had 
a recurrence. The result in two other cases is un- 
known. Of the twenty patients with recurrent 
cancer of the lip, only eight recovered. The five 
patients given postoperative treatment have re- 
mained well, though none was subjected to a block 
dissection. 

Much depends on the promptness and thorough- 
ness with which these patients are treated, but in 
part at least the outcome depends also on the 
nature of the cancer and the degree of its malig- 
nancy. The effect of radiation must be prompt or 
failure is apt to result. Thorough radiation by 
means of the roentgen rays from the very beginning, 
and by radium when it can be combined to ad- 
vantage, is most important. 

Selection of cases is necessary to determine 
whether radiation should be combined with electro- 
coagulation. If the lesion is small and its removal 
will not cause too serious a defect in the lip, de- 
struction by electrocoagulation will be followed by 
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more prompt and more satisfactory results than 
radiation alone. By such destruction the diseased 
tissue is macroscopically removed in much the same 
manner as the surgeon removes it with the knife, 
but the blood vessels and lymph channels are not 
opened. If the cancer involves the entire lip, or 
even half of the lip, such preliminary destruction by 
electrocoagulation is impractical unless some means 
of closing the mouth by a subsequent plastic opera- 
tion can be foreseen. Generally speaking, a thorough 
trial should be made first with applications of 
radium in advanced primary cases. If radium is 
skillfully applied, good results may be expected. 
In some cases, however, only marked temporary 
improvement may occur, a stage being then reached 
in which the disease is at a standstill or begins to 
progress in spite of radiation. At this stage, com- 
plete and thorough local destruction or complete 
— excision is probably the only procedure pos- 
sible. 

Electrocoagulation consists in the coagulation of 
the diseased areas by means of the high-frequency 
current. This current is not selective in its action, 
and will destroy the tissues radiating outward from 
the point of application. It cannot be used in areas 
in which essential structures, such as important 
blood vessels or nerves, are located in the line of 
destruction. Beyond the actual coagulation there 
will be a zone which will be superheated sufficiently 
to destroy any cancer cells, but not sufficiently to 
destroy the healthy tissue. The defect after the 
patient is well does not nearly equal the amount of 
diseased tissue removed. There is, apparently, a 
regeneration of a part of the tissue removed. The 
heat is generated in the tissues. It is the penetrative 
value of this form of heat that makes it more de- 
sirable than that obtained by the thermocautery 
which destroys only by transmitted heat and there- 
fore is essentially more superficial in its effect. 

Radiation is indicated in all cancers of the lip, 
whatever other treatment is used, and sufficient 
radiation must be employed actually to destroy 
the cancer cells. If a patient is to be operated on 
surgically, a preliminary radiation with a full eryth- 
ema dose should be given over the lip and chin 
and in the submental and submaxillary regions, and 
a similar radiation should be given after the opera- 
tion and two and three weeks after the preliminary 
treatment. The patient should then be kept under 
observation for several years, and more radiation 
should be applied if there is the slightest sign of 
recurrence. The same type of radiation should be 
added to electrocoagulation and can be applied 
most practically by means of the roentgen rays. 
For this purpose the author uses a 9-in. spark gap 
with 5 ma. of current through 6 mm. of aluminum 
filter at a distance of 30 cm. for twenty-five minutes. 
The time must be governed by the radiation value 
of the instrument used. 

If sufficient radium and sufficient skill in its use 
are available, most, and perhaps all, local cancers 
of the lip can be cured. This treatment will require 


more time, more skill, and more patience than the 
combination of electrocoagulation and radiation, 
but there will be more preservation of tissue and a 
better cosmetic result than can be obtained by any 
combination with surgery or electrocoagulation. 
If radium is to be used for the local destruction of 
the cancer with preservation of the tissue, the local 
tissues must be kept saturated to the limit of tol- 
eration of the normal structures until the cancer 
entirely disappears. The submaxillary regions can 
be treated by surface applications properly screened. 

If metastatic nodules are palpable, they should 
have preliminary radiation as described and should 
then be dissected out or treated by the insertion 
of radium needles sufficient to destroy the disease. 
Radium needles of to mgm. each may be inserted 1 
cm. apart throughout the diseased area and left in 
place for eight hours. 

The author draws the following conclusions: 

1. Any fissure or crust on the lip which persists 
longer than a month should suggest malignancy. 

2. Local destruction by electrocoagulation fol- 
lowed by thorough radiation should effect a cure in 
practically all cases if it is done early. 

3. Thorough radiation by radium or the roentgen 
rays should be given over the lymphatics draining 
the diseased area. 

4. In cases of recurrent carcinoma the results are 
much less satisfactory. 

5. Metastatic lymph nodes should be treated by 
surface radiation and then by radium implantation 
or excision. Avotpn Hartunc, M.D. 


Taussig, L.: Carcinoma of the Tongue and Its 
Treatment with Radium. Arch. Dermat. & 
Syph., 1922, vi, 424. 

Cancer of the tongue is seen most often between 
the fourth and sixth decades of life and is much more 
common in men than in women. It occurs most 
frequently on the side of the tongue. Pathologically, 
it is practically always of the squamous-cell type. 
Among the etiological factors, syphilis and trauma 
produced by rough teeth and the use of tobacco are 
of prime importance. Since it is often preceded by 
such conditions as leukoplakia and chronic ulcer, 
the prompt and thorough treatment of such lesions 
may prevent its occurrence. Every effort should be 
made to differentiate it from syphilis and tuber- 
culosis. At times this differentiation is difficult. 

Operation, which has been the accepted form of 
treatment, is very mutilating, has carried a high 
mortality even in the most skilled hands, and has 
given few cures. During the past few years a num- 
ber of physicians have treated cancer of the tongue 
by electrocoagulation, usually in conjunction with 
radiotherapy. In capable hands, these methods 
have frequently given satisfactory results. 

The treatment of carcinoma of the tongue with 
radium has many advantages. In the first place, 
there is no primary mortality. Secondary death, 
due to hemorrhage or infection, is far less common 
after radium treatment than after surgery. A 
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palliative result can be obtained in the majority 
of the cases with radium treatment. On the other 
hand, even if the patient survives operative treat- 
ment, speech is greatly impeded, the patient is able 
to eat only with great difficulty, and there is 
frequently increased rapidity of growth of the 
neoplasm. It is still impossible to estimate the per- 
centage of cures obtained by radium because the 
method has not been in use long enough and because 
the majority of the cases seen are those which the 
surgeon considers hopeless. The great disadvantage 
of radium in these cases is the painful reaction. It 
is impossible to estimate the severity of this in 
advance. In some cases the period of reaction was 
short and the healing of the ulcer and softening of 
the lesion were prompt. In others, the amount of 
suffering was out of ali proportion to the extent of 
the lesion and the clinical appearance of the reaction. 
No satisfactory method of combating the reaction 
has been found. 

The ideal method of treating these cases consists 
in inserting tiny unscreened tubes of radium 
emanation as described and first done by Janeway 
and Quick of the Memorial Hospital of New York 
City. It is best to give the entire dose at one sit- 
ting and to seed the entire indurated area with 
the emanation tubes (each of which contains about 1 
mc.), inserting from five to ten or more according to 
the size of the lesion. This gives an even, intense 
radiation throughout the tumor mass. In addition, 
crossfire from the surface by means of a radium 
plaque or the application of a number of tubes is 
sometimes used. The reaction occurs a little earlier 
following the use of buried bare tubes of emanation 
than following the surface application of radium. 
It begins as a rule in about seven days, is usually at 
its height in from two to three weeks, and then 
gradually diminishes. This reaction consists of an 
increase in the swelling with burning pain and often 
an increase in the size of the lesion due to ulceration 
following the separation of the slough. A reaction 
on portions of the mouth adjacent to the area treated 
is a constant and often painful and unpleasant 
feature. In favorable cases, after the height of the 
reaction has been reached, the lesion softens rapidly 
and then heals slowly. 

Probably the method next best to the burying of 
bare tubes of emanation is the insertion into the 
tumor mass of steel needles containing radium ele- 
ment. The number of these and the time of exposure 
depend on the strength of the needles and the size 
of the lesion. This method probably causes more 
tissue destruction than the bare tube method and 
does not give such an intense local radiation. The 
surface application of tubes or plaques alone is cer- 
tainly the least satisfactory form of treatment and 
can be expected to give no more than palliative 
results except in the most superficial cases. 

At the same time that the tongue lesion is treated 
the cervical glands should be given a massive dose of 
roentgen ray, covering three areas, the front and 
the two_sides. If there are palpable glands that 


are clinically malignant, these should be removed 
about two weeks after radiation if they are operable. 
If they do not appear to be operable, bare tubes 
may be buried in them at the time of a partial opera- 
tion or inserted through the skin under local ana:s- 
thesia. If no glands are palpable, the patient should 
receive two or three courses of roentgen-ray treat- 
ment and be kept under close observation as long «s 
possible. If glands develop under treatment, they 
should be operated on at once and the roentgen-ray 
treatment continued after operation. During oper:- 
tion, bare tubes may be buried in any suspicious 
area. The technique of the roentgen-ray treatment 
has been constantly changed. During the last year 
the distance and the screening have been con- 
siderably increased, with apparently better results. 
The application of a radium pack to the neck in 
these cases has been given up as uneconomical and 
no more effective than the roentgen ray. 

During the last two and a half years fourteen 
patients with carcinoma of the tongue have been 
treated by the author. Four were clinically free of 
the disease: two of them two years; one, one and a 
half years; and one, six months after treatment. 
Five showed cervical metastases at the time treat- 
ment was instituted, and five of the others developed 
an involvement of the glands during treatment. 
None of these patients survived. It is reasonable to 
expect that with improved technique it will be 
possible to cure 25 per cent of unselected cases of 
carcinoma of the tongue by radiation. 

Hartune, M.D. 


Freer, O. T.: Carcinoma of the Larynx Treated 
Locally with Radium Emanations: A Clinical 
Report. J. Am. M. Ass., 1922, Ixxix, 1602. 


By means of an apparatus which he described in 
detail the author has been able to apply radium 
treatment to a number of cases of carcinoma of the 
larynx most satisfactorily. After the induction of 
local anesthesia of the oropharynx, the base of the 
tongue, and the larynx, the specially devised holder 
containing four radium emanation tubes is placed as 
close to the growth as possible. The dose found best 
in the average case is from 200 to 300 me. for 
one hour, repeated every three to seven days until 
from 600 to 750 mc. have been used. The reaction 
is usually moderate and the cancer disappears 
rapidly. Early and soft medullary carcinomata 
may disappear after only one treatment of 250 me. 
for one hour. Irradiation up to the full dose should 
be given, however, even though it causes a sharp 
reaction. 

Thirty-two cancers of the larynx were treated by 
intralaryngeal irradiation. Three of the patients 
were moribund when admitted and soon died. In 
twenty-two others the cancer was in an advanced 
stage. In only seven was it in an early stage. Four 
of the cancers were very resistant to irradiation. In 
two of these, early hopeful progress was followed b 
no further response to the rays; in a third there was 
an excessively prolonged reaction which had not 
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ceased when the patient died of pneumonia. In the 
fourth case, the cancer progressed after temporary 
improvement and then could be checked only 
temporarily. 

In eleven patients, speedy, complete disappear- 
ance of the cancer and its symptoms was followed by 
a return of the growth, the average time between 
the last irradiation and the return being four and 
one-half months. In seven of these patients the 
advanced state of the cancers favored a relapse, all 
being large tumors deeply invading the tissues. In 
four of these cases of recurrence the cancer was 
again removed by renewed irradiation and there 
was no further relapse. The fifth was being success- 
fully treated when the patient died of heart failure. 
These four cases, with ten in which the cancer dis- 
appeared without return after the first irradiation, 
make a total of fourteen in which the cancer was 
completely eliminated and the patient became clin- 
ically well. Deducting the three cases of moribund 
patients leaves fourteen of twenty-nine, or about 50 
per cent, in which there was clinical recovery. This 
is a good percentage considering that in twenty- 
five of the thirty-two patients the cancer was in 
an advanced stage, and thirteen of the patients 
had extrinsic cancers, that is, cancers which were 
inoperable by laryngectomy. 

The author’s experience has led him to the con- 
clusion that external irradiation is much too feeble 
to be efficacious. By virtue of its selective action, 
radium emanation applied in sufficient strength 
within the larynx offers a far greater chance of cure. 
The amount of reaction after irradiation varies, but 
only in the exceptional case is it very intense and 
prolonged. Renewed symptoms after apparent cure 
invariably mean recurrence. Recurrences usually 
react to re-irradiation in much the same manner as 
the cancer reacted to the primary irradiation. 

The prognosis is best in cases of early superficial 
cancers on the cords or in the arytenoid region 
which do not impair cord motion. It is less favor- 
able when a cord is fixed and when deep oedema of 
the arytenoid and ventricular band region reveals 
entrance of the cancer into the laryngeal muscles or 
perichondrium. 

Scirrhous cancer with retracting distortion of the 
interior of the larynx but no oedema and with little 
visible neoplasm was found favorable for irradiation, 
as were also soft cancers of rapid growth, little pene- 
tration, and large tumor formation. Squamous-cell 
carcinomata with a white, fuzzy surface may be 
resistant, especially when they cause pain and deep 
swelling. An unfavorable symptom is intense, pro- 
longed reaction with oedema and false membrane 
formation. This shows either weak resistance of 
the tissues to radium or multiple, deep cancer foci. 
Early glandular carcinosis usually yields readily to 
external irradiation from a distance, with from 500 
{0 1,000 mc. for seventeen hours, as employed by 
Simpson and Flesher. The outlook is unfavorable 
when all of one side of the neck, including the infe- 
rior triangles, is filled with gland cancers and when 


paralysis of the recurrent laryngeal and hypoglossal 
nerves is revealed by deep invasion of the neck. 
The treatment of cancer of the larynx by irradia- 
tion by the method advocated contrasts very favor- 
ably with operation. By its selective destruction, 
it causes the cancer to vanish, leaving the normal 
tissues intact. It often restores speech and the nor- 
mal structure of the larynx. The penetration of the 
rays clears away not only the cancer but also the 
hidden cancer foci in its surroundings which the 
knife cannot reach. It offers the patient about a 
50 per cent chance of being freed of the cancer, 
either at once or by the irradiation of recurrences. 
Therefore emanation should be the first and 
laryngectomy the last resort. 
Hartunec, M.D. 


Barringer, B. S.: Technique and Statistics in the 
Treatment of Carcinoma of the Bladder by 
Radium. Am. J. Roentgenol., 1922, n.s. ix, 757. 


In the treatment of carcinoma of the bladder by 
radium the application is made intravesically to 
growths confined to and around the bladder neck, 
small papillomata, pedunculated papillary carci- 
noma (if the pedicle can be reached), and infiltrating 
sessile growths not more than 2 cm. in diameter. 
Growths other than these are treated by the supra- 
pubic method. This group includes extensive infil- 
tration of the bladder wall, large and multiple 
tumors, and doubtful cases. 

The technique employed in the intravesical meth- 
od is as follows: 

By means of a flexible spring holder used through 
the sheath of the Brown-Buerger operative cysto- 
scope 100 mc. or more of unscreened radium are held 
against the tumor for half an hour while the tumor 
is being observed through the cystoscope. This is 
repeated every two weeks or less often if the tumor 
is disappearing satisfactorily. If the neoplasm 
appears solid or hard or has an indurated base it 
may be treated by thrusting into its base or the 


indurated part a radium needle screened simply by 


the steel of the needle. If the tumor is more exten- 
sive, if it is papillary in character, if the pathologic 
examination shows it to be a pure papilloma, and 
especially if it is around the bladder neck, the treat- 
ment is often begun by placing in the bladder two 
tubes of screened radium (0.6 mm. silver, 2 mm. rub- 
ber). These tubes are inserted through the sheath 
of a straight cystoscope, tied with a string, left in 
place for varying periods of hours, and then pulled 
out of the urethra by the attached string. As a rule 
the author uses two tubes of 50 mc. for five or six 
hours. The value of such radiation is, first, to deter- 
mine how the tumor reacts to radium; second, to 
stop the bleeding temporarily so that cystoscopy 
will be possible; third, to destroy that portion of the 
tumor around the internal urethral orifice. 

The suprapubic application of radium in extensive 
carcinoma is made under gas and oxygen anesthesia. 
The bladder is exposed and opened. Sponging of the 
exposed tumor is restricted to the minimum in order 
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to prevent bleeding and the spreading of tumor 
cells. Protruding portions of the tumor are snared off 
with a simple wire snare. If the tumor is flat and 
not papillary in type, none of it is removed. The 
papillary part is snared off to facilitate exposure and 
treatment of the base. In the indurated parts of the 
tumor a bare radium tube (0.7 mc.) is implanted by 
means of a needle in each square centimeter. These 
bare tubes are put in to the extreme edge of the 
tumor. The bladder is filled with 60 per cent alcohol 
after the method of Beer (three minutes) in order to 
kill any stray tumor cells and to prevent implantation. 
It is then closed with plain catgut and usually is 
drained with a small rubber tube. 

To determine the value of radium removal of blad- 
der carcinoma comparison is made between the 
results obtained with radium and those given by 
operative treatment. Three groups of cases are con- 
sidered, viz., operable cases, inoperable cases, and 
those in which operation is performed as an adjunct 
to radium treatment. In the inoperable group are 
placed: 

1. Multiple carcinomata or large carcinomata 
with a base more than 4 cm. in diameter. 

2. Carcinomata which have affected the trigone 
and posterior urethra. 

3. Carcinomata which have been operated upon 
previously and have recurred. 

4. Carcinomata in persons whose age or condi- 
tion contra-indicates operative removal. 

Ten operable and twenty inoperable cases treated 
with radium are cited in detail as regards the gross 
and microscopic pathology, the complications, the 
method of applying the radium, and the results. In 
eight of ten operative cases (80 per cent) the carci- 
noma was removed from the bladder. The two pa- 
tients who died lived two years and three months 
respectively after they were first seen. In twenty 
inoperable cases of bladder carcinoma the tumor 
was removed from the bladder. In three cases the 
carcinoma recurred after removal. In one of these 
three the recurrence was beyond the bladder; the 
other two are being treated. One patient died from 
radium sloughing of the bladder. 

Brief consideration is given to tumors in the third 
group. Thirty-five bladder carcinomata were treat- 
ed in this way. In only two of these cases might 
the tumor have been regarded as operable. In two 
cases it was so large that the bladder was not opened, 
but radium was implanted in it. In twelve of these 
thirty-five cases the carcinoma had been removed 
from the bladder. Nineteen of these thirty-five pa- 
tients are living. In cases which could not be bene- 
fited, it is probable that death was not appreciably 
hastened. On the contrary, in some hopeless cases 


the tumor’s growth was retarded, the span of life 


lengthened, and bleeding stopped. 

Scholl of the Mayo Clinic reported that of ninety- 
four patients operated upon for solid carcinoma of 
the bladder, sixty-seven (71.2 per cent) are dead 
after an average duration of life of seven and a half 
months, and twenty-seven (28.7 per cent) have lived 


an average of three years and three months. Twenty 
per cent of patients operated on for infiltrating carci- 
noma died during the first month after the opera- 
tion, while radium removal had no immediate 
mortality. 

The following conclusions are reached: 

Radium removal is superior to surgical removal 
because it can cope with inoperable cases. If radium 
removal can be effected suprapubically the time of 
operation is shorter and the kidneys are less dis- 
turbed by the operation. Many so-called operable 
tumors can be removed through the urethra without 
operation. Hartune, M.D. 


Burnam, C. F.: The Results of Treatment of 
Carcinoma of the Cervix, with Statistics and 
Technique. Am. J. Roentgenol., 1922, n.s. ix, 765. 


Surgical removal in the very early stage of the 
condition has a low mortality and morbidity and re- 
sults in a permanent cure in a considerable number of 
cases. In moderate involvement of the parametrium 
and vaginal walls both the mortality and morbidity 
are increased and the percentage of cures is de- 
creased. In cases of extensive parametrial or vaginal 
wallinvolvement the mortality is definitely increased, 
the morbidity greatly increased, and the cures are 
very few. In cases of fixed parametrial masses and 
very extensive vaginal, bladder, rectal, or regional 
gland involvement there are practically no cures. 

Local treatment with radium has no mortality or 
morbidity in the early cases and a very substantial 
percentage of permanent cures. In the extensive 
borderline operable cases the mortality and morbid- 
ity are low, the percentage of short clinical cures is 
very high, and the percentage of long clinical cures 
much less than in early cases, but much greater than 
that following operation. In cases of extensive 
parametrial fixation and those with involvement of 
contiguous parts of the bladder and rectum or all 
or nearly all of the vaginal wall immediate relief is 
given and may persist for months or years. Clinical 
cures are also very common, but persist for five 
years in only a small percentage of the cases. 

Radiation from the surface of the body, the abdo- 
men, the back, or the perineum has been employed 
chiefly as a method supplementing other forms 
of treatment. In the presence of extensive gland 
metastases this method sometimes resulted in 
marked relief from pain as well as some shrinkage oi 
the masses, but nothing approaching a cure was 
ever observed. In view of the claims made regarding 
the results obtainable by the Erlangen method of 
treatment with highly penetrating roentgen rays it 
would be advisable to obtain statistics of cures, 
especially in fairly early cases, so that the relative 
value of this method and radium therapy could be 
determined. 

Of 213 cases observed by the author with Kelly 
and reported in a previous communication only 
fourteen were operable. Ten of the latter were 
treated by a combination of radium and operation, 
and four by radium alone. At the time this article 
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was written, more than seven years after the treat- 
ment, five of those treated with operation and 
radium and two of those treated with radium alone 
are still alive. 

With regard to the technique the author states 
that emanation has been employed for a number of 
years instead of radium element. Applicators are 
ordered and arranged to fit the requirements of the 
particular case. When the cancer is limited to the 
cervix one tube is placed at the internal os, one at 
the external os, and four on the cervix. In such 
cases a total of 3,000 mc.-hrs. of radiation (1,200 mc.- 
hrs. within the cervix and 1,800 mc.-hrs. upon it) is 
a curative single dose. When the parametrium is 
involved the exposure should be increased 4 or 4.5 
gm.-hrs. For extensions on the vaginal wall about 
34 gm.-hrs. of irradiation evenly distributed should 
be given for each square 2.5 cm. of surface in addi- 
tion to the cervical treatment indicated. Deep 
parametrial or paravaginal nodules should be 
treated by the implantation of emanation points. 
In cases of high abdominal masses this implantation 
should be effected through an abdominal incision. 
When the needles are used the treatment is given 


under gas anesthesia. When needles are not used 
the patient is treated in the knee-chest posture with- 
out the induction of anesthesia. 

After the treatment examinations are made at 
intervals of two weeks and no further treatment is 
given for at least ten weeks unless there is obvious 
trouble outside of the areas treated. Retreatment 
in the heavily radiated areas, if necessary, must be 
much lighter. As a preliminary to operation, about 
two-thirds of the dosage mentioned is given. 

The primary results of the treatment discussed 
was very good. A primary clinical cure was obtained 
almost invariably except in the advanced inoperable 
cases. 

The following conclusions are reached: 

The treatment of choice in early operable cases is 
operation with pre- and postoperative radiation. In 
late operable cases it is topical radium treatment 
and perhaps external radiation. In advanced cases 
topical radium treatment and the implantation of 
bare points are indicated. The use of radium alone 
in early operable cases is thoroughly justifiable. 
Operation alone is also justifiable. 

Hartunc, M.D. 
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GYNECOLOGY 


UTERUS 


Bretschneider: Observations on Myoma and Acci- 
dent (Ueber Myom und Unfall). Zentralbl. f. Gy- 
nack., 1922, xlvi, 1275. 


Sarcoma and carcinoma of the uterus have never 
been recognized as the results of accident because 
in such cases the essential conditions advanced by 
Thiem in his ““Handbook of Diseases Due to Ac- 
dent” (viz., a single and considerable effect of force 
at the site of the subsequent tumor and the forma- 
tion of the tumor at a definite time determined on 
the basis of experience) are not fulfilled. In a lawsuit 
in which the author was requested to give an expert 
opinion he denied the relationship between myoma 
of the uterus and an accident, basing his statement 
on Ribbert’s theory of the origin of tumors. He be- 
lieves that just as in cases of sarcoma and carcino- 
ma of the uterus, so also in cases of myoma, an 
accident as a cause must be denied on principle. 

On the other hand, a number of cases—the author 
has observed such a case himself--have been un- 
questionably demonstrated in which an accident 
acted unfavorably upon a myoma already present, 
causing hemorrhage, necrosis. gangrene, peritonitis, 
or inversion of the uterus. Therefore the question 
whether a powerful force injures a myoma and decreas- 
es the woman's earning capacity must be answered 
affirmatively, but the question as to whether an 
existing myoma may undergo sarcomatous degener- 
ation as the result of such trauma must be decided 
on the basis of the findings. MEISNER (Z). 


Bonney, V.: Remarks on the Scope and Tech- 
nique of Myomectomy. Lancet. 1922. cciii, 745. 


Mvomectomy fulfills a higher surgical ideal than 
hysteromyomectomy in that it preserves the poten- 
tialitv of reproduction. The very small fibroids as 
well as the large must be removed. Fibroids with 
broad bases placed posteriorly at or near the cervix 
often require difficult surgical procedures. 

Malignant, necrotic, and suppurative degener- 
ations are contra-indications to myomectomy. 

Pedunculated and superficial tumors can be re- 
moved without disturbing an associated pregnancy, 
but in cases of deep fibroids the pregnancy must be 
interrupted at the time of operation. 

A single anterior incision is best. Posteriorly 
placed fibroids are removed through the uterine 
cavity or through the wall unless they are pedun- 
culated or superficial. Anterior incisions are more 
favorable because they are more accessible if post- 
operative bleeding or infection occurs and less liable 
to intestinal adhesions. Silk sutures are emploved 
unless the uterine cavity is entered; when the uterus 
is opened, catgut is used. 


All redundant tissue is removed in order not to 
leave the organ too large when the operation jis 
finished. If hemorrhage is troublesome all uterine 
arteries may be temporarily clamped during the 
operation. R. E. M.1) 


De Ott, D.: The Evolution of Hysteromyomectomy 
(L’évolution de Vhystéromyomectomie). Gynér. 
obstét., 1922, vi, 106. 

In 1894 De Ott of Petrograd reported the results 
of twenty cases of supravaginal amputation of the 
fibromyomatous uterus with extraperitoneal fixation 
of the stump; the mortality was 4.3 per cent 
Schroeder later simplified the treatment of the 
stump. In 1901 De Ott was obliged by the exigencies 
of a case to perform a radical vaginal operation. 
This resulted satisfactorily. With the perfecting of 
the operative technique and asepsis a series of ninet y- 
nine cases were operated upon in this manner. There 
were no deaths. In a second series of 372 cases the 
mortality was only 0.27 per cent. When the abdom 
inal route was used the mortality was 7.87. per 
cent, and in a total of 1,454 operations by both 
methods (high and low) performed during the pe 
riod from 1895 to 1912, and a total of 1,834 opera- 
tions performed up to 1921, the mortality was 3 
per cent. 

In Petrograd the mortality of abdominal oper: 
tions for fibroma has fallen from more than 15 per 
cent in 1885 to about 7 per cent in 1920, and the 
mortality for operations by the vaginal route from 
about 3 per cent in 1895 to zero in 1920. These 
figures show that the operation of hysteromyome: 
tomy is now satisfactory. Success is due especiall\ 
to the perfection of asepsis. W. A. BRENNAN 


Frank, R. T.: Cancer in the Cervical Stump: 
Metastasis in the Vermiform Appendix. Syr:. 
Gynec. & Obst., 1922, XXXv, 334. 


The case reported was that of a woman 47 years 
old who had had a supravaginal hysterectomy for 
fibroids and five months later was treated with 
radium for carcinoma of the cervical stump. 

One vear after the hysterectomy the paticn' 
entered the hospital and shortly afterward deve! 
oped symptoms of obstruction of the bowels. Sur 
gical measures were employed but death occurred on 
hour after the operation. 

Autopsy revealed a cancer of the cervix which had 
not invaded the peritoneal cavity but involved th« 
vesicovaginal septum and the parametrium. Nu 
merous retroperitoneal lymph glands contained me- 
tastases. 

In the tip of the non-adherent vermiform appen 
dix was a small mass which proved to be identical in 
morphology with the original tumor. 
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Because of the danger of the development of 
cancer in the cervix following supravaginal hysterec- 
tomy some surgeons believe that a total hysterec- 
tomy should be done in all cases, but because of its 
higher mortality and the fact that it does not always 
prevent the recurrence of cancer the author regards 
its routine use as unwise. 

\ search of the literature failed to reveal a case of 
metastatic carcinoma of the appendix in which 
continuity or contiguity were not responsible for the 
metastasis. I. E. Bisaxow, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Bell, W. B.: Endometrioma and Endometrio- 
myoma of the Ovary. J. Obst. & Gynec. Brit. 
1922, XXxix, 443. 


lhe author reports on his investigation of the so- 
called “chocolate cysts” of the ovary and credits 
Sampson with the recognition of this very interesting 
pathologic and clinical condition. 

V'rom Bell’s study of the subject it seems probable 
that all unstriped muscle fibers in relation to endo- 
metrial tissue in the ovary are merely those which are 
normal to the ovary but have undergone hyerplasia. 

Bell reports a specimen removed by supravaginal 
panhysterectomy in which the uterus and tubes ap- 
peared normal but both ovaries showed endometrial 
tissue on section. Sections were made from the 
ovarian ligaments on either side at the junction of 
the ligament with the uterus but no trace of endo- 
metrial tissue was found. Consequently the con- 
clusion is drawn that the lesions present were an in- 
dependent ovarian endometrioma and an endometrio- 
myoma respectively. Such cases are not uncommon 
and it is probable that before long many will be 
reported. 

The article is illustrated with six figures showing 
the gross specimens and photomicrographs of the 
sections from the ovaries. C. H. Davis, M.D. 


De Bruyne, F.: The Clinical Results of Ovarian 
Grafting (Contribution 4 Vétude de la _ greffe 
clinique de tissu ovarique). Gynéc. et obstét., 1922, Vi, 
136. 

The author first discusses nine cases found in the 
literature in which an ovarian graft was extirpated 
and examined histologically. 

Recently he has had a similar experience in the 
case of a woman of 25 years who had had a hysterec- 
tomy for adnexal tumor. The graft was transplanted 
subcutaneously into the abdominal wall and extir- 
pated one hundred and seventy-three days later. 
Histologic examination showed that it had given 
rise to a proliferation of luteinic tissue which formed 
the wall of cysts too irregular in structure to be 
identified with a normal corpus luteum or a true 
neoplasm. In the author’s opinion the luteinic cells 
have a longer existence in the transplanted ovary 
than in the normal ovary. In the case reported the 
transplant had taken up the function of the ovary 
in part at least. 


Earlier research demonstrated that the results of 
ovarian grafts are more transitory after subcutane- 
ous transplantation than after transplantation into 
the abdomen or pelvis. The author’s clinical experi- 
ence confirms this finding. 

De Bruyne has had sixty-eight cases of subtotal 
hysterectomy with bilateral salpingo-ovariectomy. 
In fifty-eight of these, fragmental ovarian grafts were 
implanted subcutaneously on both sides. The ma- 
jority of the grafts included parts of the corpus lu- 
teum, the cortical layer, and the medullary zone. 

Up to a certain point the subcutaneous trans- 
plantation of ovarian tissue, especially if the graft 
hypertrophies and becomes congested (which occurs 
in about 40 per cent of the cases), will prevent the 
disturbances of a premature menopause in 78 per 
cent of the hypertrophy cases. 

A cystic formation results in 70 per cent of the 
cases in which the cortical layer of the ovary is 
grafted and in only 20 per cent of the cases in which 
the corpus luteum is grafted. 

Cystic formations are more frequent when the 
ovary from which the transplanted fragment is 
taken shows a normal histology. 

In women more than 4o years old the grafts never 
become hypertrophied. 

Although in the author’s case he did not find any 
clear signs of follicular maturation, the clinical find- 
ings indicated that the transplanted follicles played 
the principal réle in the phenomena observed. 

W. A. BRENNAN. 


Dorland, W. A. N.: A Clinical and Embryological 
Report of an Extremely Early Tubal Pregnancy; 
Together with a Study of Decidual Reaction, 
Intra-Uterine and Ectopic. Am. J. Obst. & 
Gynec., 1922, iv, 372. 

The subject of ectopic decidual reaction is of too 
recent development and the clinical material is still 
too scanty to warrant any very definite conclusions. 
Outerbridge covered the matter satisfactorily when 
he stated that ectopic decidua appears, on the whole, 
to be extremely fitful in occurrence, a circumstance 
which may be ascribed to variations in the intensity 
of action of the ovarian hormone, different degrees of 
responsiveness on the part of the subperitoneal con- 
nective-tissue cells, or the presence or absence of 
suitable local stimuli. 

According to Taussig, the superficial location of 
the ectopic patches seems to indicate that the end- 
products of the normal decidual reaction do not 
reach these points through the blood or lymph 
channels, but pass directly through the lumina of the 
tubes and out through the fimbriated extremities, 
causing a decidual reaction in the ovarian and 
pelvic peritoneum through irritation. This theory 
would seem to offer a satisfactory explanation of the 
comparatively great frequency of the patches in the 
peritoneum of the Douglas cul de sac, the posterior 
surface of the uterus, and the rectal walls, areas to- 
ward which the irritating material would naturally 
drain. E. L. Cornett, M.D. 


a 
7 
| | 
a 
| 
a 
lo 
is 
ne 
he 
ct 
| 
Ta 
f 
of 
r 
| 
) 


118 INTERNATIONAL ABSTRACT OF SURGERY 


EXTERNAL GENITALIA 


Smith, R. R.: Prolapse of the Female Urethra and 
Eversion of the External Urethral Orifice. Am- 
T. Obst., & Gynec., 1922, iv, 395. 


Operations for the relief of prolapse of the female 
urethra will vary somewhat accordirtig to the find- 
ings and whether or not there are other conditions to 
be dealt with at the same time. A simple eversion 
may be corrected best by removing the protruding 
mucosa and narrowing the meatus by a triangular or 
more or less square denudation just below the orifice 
and including part of its circumference. This oper- 
ation is apt to be bloody, and considerable care is 
necessary to make the denudation of proper form and 
sufficient extent. In closing the wound the meatus 
should be narrowed to its normal proportions. Smith 
is placing the sutures deeper than formerly in order 
to insure approximation for a longer period and 
prevent separation of the edges and a granulation 


wound. When considerable mucosa is removed and 
a circular incision of the urethra is necessary, the 
stitches reuniting the mucosa to the edges of the 
orifice should be rather deep, catching up a fair 
amount of mucosa, and should not be tied tov 
tightly. The edges are apt to separate, if cath- 
eterization is long continued. 

Prolapse of the vaginal wall and urethra is cor- 
rected best by removing the redundant mucosa by a 
triangular incision with its base across the vagina and 
its apex toward the meatus. The denudation should 
include all of the redundant mucosa or more. By 
bringing the edges together the operator may judge 
the amount which must be removed. The incision is 
closed with deep sutures which catch up first the 
edges of the mucosa, avoiding the urethra, and draw 
the urethra and external orifice back up under the 
pubes where it belongs. On the whole, the results are 
good, but in some cases there may be partial recur- 
rence of the prolapse. E. L. Cornett, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Handorn, L.: Weus During Pregnancy (Ileus in der 
Schwangerschaft). Zentralbl. f. Gynaek., 1922, xlvi, 
1057. 

Intestinal obstruction is a dangerous, but fortu- 
nately a rather infrequent, complication of preg- 
nancy and the puerperium. Usually the cause is a 
condition such as invagination or volvulus. In- 
stances in which the pregnant, non-incarcerated uter- 
us alone is the cause are very rare. 

Handorn reports the case of a 42-year-old vii- 
para in the ninth month of pregnancy who had 
had constipation for twenty years which became 
more pronounced during each pregnancy. Three 
days before admission to the hospital she suffered an 
attack of severe abdominal pain, vomiting, and 
eructation followed by complete retention of faces 
and urine. At the time of admission the abdomen 
was markedly distended and distinct peristaltic 
movements were visible above the umbilicus. Dull- 
ness was present a hand’s breadth above the sym- 
physis. The uterus itself was not palpable and the 
heart sounds were inaudible. Enemas were unsuc- 
cessful. 

Operation revealed marked distention of the 
small and large intestines. ‘The obstruction was 
caused by the pregnant uterus which clamped off 
the colon between the flexure and rectum. A cex- 
sarean section was done and a non-viable child 
delivered which died after twenty minutes. The 
patient recovered. 

The author agrees with Fleischhauer who, in all 
cases of pressure of the pregnant uterus, presup- 
poses a disturbance of motility of the intestine. In 
Handorn’s case the existing intestinal activity was 
markedly increased by a dietetic error which ren- 
dered the distended, weakened gut unable longer to 
overcome the pressure of the uterus. 

If enemas are not successful the abdomen should 
be opened. Vaginal caesarean section should not be 
attempted before this is done as otherwise the incar- 
cerated coils of intestine may be injured. After the 
abdomen has been opened the uterus should be 
emptied only if it is found to be the immediate 
cause of the obstruction or closure of the abdom- 
inal wall without emptying of the uterus would be 
difficult. No consideration need be given to the 
infant as a premature birth usually follows the 
operation. 

In a case of intestinal obstruction occurring during 
the sixth month of pregnancy which was operated 
upon by Enderlein, the obstruction was found at the 
sigmoid flexure. The flexure was twisted at an angle 
of 180 degrees and wound around the uterus at about 
the level of the internal os. Enderlein unwound the 


intestine, resected the long injured coil, and sutured 
the ends of the gut into the abdominal wound. 
Death occurred after a few hours. In the develop- 
ment of the volvulus, the length of the flexure, and 
the lesions of the mesosigmoid were contributory 
factors in addition to the pregnancy. 

WortMAnn (Z). 


Solomons, B.: The Results of the Treatment of 
Eclampsia by the Dublin Method. J. Obst. & 
Gynec. Brit. Emp., 1922, xxix, 410. 


Special points in the treatment are: 

1. Starvation. In some cases nothing but water 
is given for several days. If then there is no im- 
provement, caesarean section is performed. 

2. Gastric lavage. This is continued until the 
water returns clear. Two ounces of magnesium sul- 
phate solution are then left in the stomach. 

3. Bowel lavage. This is given with the patient 
on her left side and with the tube inserted 18 in. 
into the bowel. Sodium bicarbonate, 1 dr. to the 
pint, is used until the bowels are clear, and then 1 pt. 
of the solution is left in the bowel. 

4. Morphine. Recently this has been omitted. 

5. The injection of sodium bicarbonate under 
the breasts. 

6. Close observation to prevent “drowning” or 
other accidents. 

Of the women whose cases are reviewed, 67.15 
per cent were primigravide. When both the mother 
and child recovered the average number of convul- 
sions was 5.03. When the mother alone recovered 
it was 9.45; when the child alone recovered it was 
9.50, and when neither recovered it was 10.20. 
The more frequent the convulsions the graver the 
prognosis. 

The incidence of the condition was greatest in 
January, February, March, and September. The 
average mortality was 10.29 per cent. 

R. E. Curistiz, M.D. 


LABOR AND ITS COMPLICATIONS 


Pickett, A. N.: Immediate Repair of Lacerations 
Versus Delay. Acntucky M. J., 1922, xx, 590. 


The author believes that repair of lacerations due 
to labor within thirty-six hours after delivery is 
better than intermediate repair five to ten days later, 
or late repair months or years later. Against the 
intermediate method of Hirst are the ill effects of 
the nerve strain experienced by the patient when it 
is necessary for her to submit to another operation 
so soon, the temporary interference with nursing 
when the baby requires it most, and the loss of 
time to the mother, the attendants, and the 
hospital. R, E. M.D. 
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Davis, E. P.: The Uterus After Cesarean Section. 
Am. J. Obst. & Gynec., 1922, iv, 335. 

An important problem associated with caesarean 
section is whether the operation should be terminat- 
ed by sterilization or whether the patient has a fair 
prospect, if her pelvis is sufficiently large, of being 
successful in spontaneous labor in subsequent preg- 
nancies. In addition to this problem, birth control 
presents itself in another phase. The obstetrician 
is often called upon to treat multiparz who are near 
the final limit of normal child-bearing. Many of 
them are women in straightened circumstances who 
have as many children as they can properly rear. 
Many have reached the stage of physical decline 
after which pregnancy becomes progressively more 
dangerous. Under these conditions sterilization fol- 
lowing cesarean delivery might be justifiable. The 
condition of the uterus in such women is an impor- 
tant factor in deciding these questions. When sterili- 
zation is not effected and the patient elects a possible 
future pregnancy the method of suturing the uterus 
is of paramount importance. 

An opportunity to examine the classical cesarean 
section scar in the uterus was afforded the author by 
several cases in which a hysterectomy was performed 
after a second delivery. All of these women were 
operated upon by the same method, viz., turning 
out of the uterus from the abdominal cavity, in- 
cision through the expulsive segment, emptying of 
the uterus and, in suspected cases, packing of the 
cavity. The uterine muscle was closed with buried 
silk sutures, and the peritoneal covering of the 
uterus with catgut. In none of these cases had 
septic infection developed after the first operation. 
In those which were allowed to remain in the hospital 
sufficiently long a very fair degree of convalescence 
had been obtained. The patients were white women 
of the laboring class who cared for their children and 
did their own housework. 

In one case the uterine muscle ruptured but the 
scar remained firm and was stronger than the uterine 
muscle. In the second case the uterus had under- 
gone such fatty degeneration that extensive rupture 
occurred as soon as labor began. This patient was 
not given an opportunity to recover from her pre- 
vious section and was denied the benefit of hospital 
care during the last month of her pregnancy. 

All of these multiparw showed the degenerative 
processes which inevitably occur in multiparz with- 
out proper care during pregnancy and labor, namely, 
fibrosis uteri and atrophy of the muscular tissues. In 
a patient who was toxic at the time of the operation 
fibrosis and atrophy were present and in addition 
there was occlusion of the blood vessels by emboli 
and thrombi and marked round-cell infiltration at 
the junction of the placenta and uterus. Multiple 
embolism in the case of a toxemic patient is an 
unusual but natural illustration of the pathology of 
toxemia. 

The author believes that this class of cases 
strengthens the arguments for birth control by 
elective hysterectomy at term. These women had 


borne children with difficulty and had done their ut- 
most to rear these children at the expense of their 
own health. Under such circumstances Davis he- 
lieves elective hysterectomy is justifiable and that 
no more practical application of birth control could 
be suggested. E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Lynch, F. W.: Retroversions of the Uterus Follow- 
ing Delivery. Am. J. Obst. & Gyncc., 1922, iv, 362. 


Twelve hundred and thirty women who were 
delivered at term in hospital wards were examined 
thereafter at intervals for a minimum of four months 
and a maximum of twelve months. There were no 
known pelvic inflammations in the series of cases. 
During the period of this investigation 2,037 women 
were delivered at term. This study is therefore 
based on 60.3 per cent of the total number of women 
delivered at term. The following conclusions are 
presented: 

1. Retrodisplacements were noted in 41.1 per 
cent of 1,230 women kept under observation for 
four to twelve months after delivery. 

2. Thirty-two per cent of the 505 women with 
retroposition came back because of pelvic symptoms. 
Ten and a half per cent of 725 controls with upright 
uteri complained of slight symptoms. 

3. Nineteen and six-tenths per cent of 186 private 
patients presented uterine retroposition in contrast 
to 44.8 per cent of 1,044 clinic patients. Therefore 
hard work may be an important etiological factor of 
retrodisplacement. 

4. Replacement of the uterus and pessary support 
gave anatomical correction in 72 per cent of the cases. 
Symptomatic cure and anatomical correction were 
obtained by identical procedures in 68 per cent of the 
616 cases with symptoms. 

5. Subsequent pregnancies occurred in 15 per 
cent of the women who did not have displacements, 
in 10 per cent of the women who had been treated for 
retroposition, and in 5 per cent of the women whose 
retroposition had not been corrected. ; 

6. No one type of suspension has been found 
entirely successful. Following 155 operations there 
were two recurrences which made necessary a new 
round-ligament fixation upon the uterine fundus 
(108 Webster, thirty-one Coffey, sixteen atypical). 
There were four recurrences following twenty-eight 
Kelly-Neel suspensions with shortening of the upper 
part of the uterosacral ligaments. 

7. The importance of early correction of retro- 
position following labor is clearly evident. 

E. L. Cornett, M.D. 


NEWBORN 
Munro, D., and Eustis, R. S.: The Diagnosis and 
Treatment of Intracranial Hzemorrhage in 
the Newborn: A Report of Fourteen Treated 
Cases. Am. J. Dis. Child., 1922, xxiv, 273. 
The authors give a comprehensive review of the 
literature on hemorrhage in the newborn and report 
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fourteen cases they have treated. From their study 
they come to the following conclusions: 

1. Cases of intracranial hemorrhage in the new- 
born may be classified etiologically into three 
groups: (1) the traumatic group; (2) the “asphyxia” 
group; (3) the foetal disease group. 

2. The diagnosis of intracranial hemorrhage in 
the newborn should be based on: (1) the history 
and physical examination; (2) the measurement of 
intracranial pressure by spinal manometer; (3) the 
coagulation and bleeding times. 

3. The treatment of intracranial hemorrhage in 
the newborn depends on: (1) the successful etiolog- 
ical classification of the case; (2) the recognition of 
the intracranial pressure. 

4. The treatment of intracranial hemorrhage due 
to hemorrhagic disease consists of the administra- 
tion of normal whole blood subcutaneously until 
the bleeding and coagulation times have returned 
to normal, followed by measures for relieving the 
intracranial hypertension. 

5. The treatment of traumatic cases consists of 
the prompt elevation of depressed fractures and the 
relief of intracranial hypertension by drainage by 
lumbar or ventricular puncture as indicated, or 
typical subtemporal decompression. 

6. The treatment of “asphyxia” cases consists 
of relieving the intracranial hypertension by lum- 


bar or ventricular puncture as indicated, or by the 
performance of a typical subtemporal decompres- 
sion. 

7. Cerebral localization of pathology in the new- 
born is rarely possible. Therefore corrective surgical 
measures are impossible. 

8. The pathology, diagnosis, and treatment of 
Little’s disease should be studied more extensively 
from the point of view of intracranial pressure. 

C. H. Davis, M.D. 


MISCELLANEOUS 


Stimson, C. M.: The Influence of the Placenta on 
the Mammary Gland. Am. J. Obst. & Gynec., 
1922, Vi, 413. 

It would appear that during pregnancy there is 
something in the maternal blood which inhibits 
lactation, and that lactation occurs only when this 
substance is eliminated. In the case cited lactation 
did not occur during the presence of attached pla- 
cental tissue within the uterine cavity, and in certain 
cases of abortion milk does not appear in the breasts 
while placental tissue remains attached in the uterus. 
These facts therefore suggest that the placenta is 
the inhibitor of the mammary gland, holding it in 
check until its function is necessary. 

E. L. Cornett, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Rovsing, T.: The Surgical Treatment of Nephritis 
and Aseptic Nephrosis (Sur le traitement chirur- 
gical des néphrites et néphroses aseptiques). Acta 
chirurg. Scand., 1922, lv, 156. 

In 1901 Rovsing reported five cases of nephritis 
treated by decapsulation of the kidney or, as he 
termed it, ‘‘nephrolysis.”” The operation was in- 
dicated by pain or hematuria. In Rovsing’s opin- 
ion the effect of the nephrolysis was due principally 
to relaxation of the strangulated kidney. He be- 
lieves the operation is indicated chiefly in cases in 
which perinephritic processes cause pain and ham- 
orrhage and obstruct the renal circulation. In 
1go1 it had not occurred to Rovsing that decapsu- 
lation might cure severe nephritis without distention 
of the capsule and he expressed scepticism when 
Edebohl proposed it for all types of chronic medical 
nephritis. Rovsing now believes it is indicated 
whenever medical treatment has no appreciable 
results. He has performed it in seventy-seven cases, 
thirty-seven those of men and forty those of women. 
A lumbar incision is made, the capsule is split along 
the convex border, and each half is turned back to- 
ward the hilum. The capsule is extirpated only if it 
is markedly abnormal. The cases treated are clas- 
sified into four groups: 

Group 1. Interstitial nephritis or perinephritis 
with crises of pain and hematuria but without al- 
buminuria between the crises. Twenty-six cases of 
this type were cured by nephrolysis. In Rovsing’s 
opinion these are cases of uric or oxalic toxic effects 
on the tissues. 

Group 2. Interstitial nephritis associated with 
albuminuria, pain, and hematuria, and often nodular. 
There were thirty-two cases of this type, eleven of 
them with advanced renal atrophy. Two of the 
patients died shortly after the operation, two died 
after temporary improvement, nine were greatly 
benefited, and nineteen appeared to be entirely cured. 
Good results were obtained even in some of the cases 
with advanced renal atrophy although the deaths 
and poorest results were also in this group. 

Group 3. Diffuse parenchymatous nephritis 
(chronic nephrosis). In this group there were eight 
cases. Nephrolysis resulted in a cure in four cases 
and temporary improvement in two. In two others 
it had no effect. In the latter the renal affection was 
unilateral; in one, nephrectomy was done later and 
was followed by complete recovery. 

Group 4. Glomerulonephritis. In two of the 
three cases of this type the condition was unilateral. 
These two cases were cured by nephrolysis but in 
the third the operation had no effect. 

W. A. BRENNAN. 


Darnall, W. E. Malignant Papilloma of the Kid- 
ney. Surg.,Gvnec. & Obst., 1922, xxxv, 493. 

The case reported in this article is the filty- 
seventh recorded in the literature. Twice as many 
males are affected as females and the condition may 
occur at any age. The etiology is unknown, but in- 
flammation and stone have been held responsible. 
The tumor may be a small, isolated, bud-like growth 
or a single, large cauliflower mass filling the renal 
pelvis and destroying the renal parenchyma. It 
shows a marked tendency to involve the lower 
urinary tract secondarily. 

The symptoms vary according to the size of the 
growth. Hematuria is the most common sign. This 
varies in intensity and usually is intermittent. Pain 
is more or less inconstant and radiates down the 
loin. The symptoms may persist for years. It is 
possible that some of the cases diagnosed as essential 
hematuria may be of this type. The condition 
should be suspected in the presence of negative 
roentgenograms, colic along the ureter, diminished 
or absent function of the suspected kidney, and a 
palpable mass in the loin. If, in addition, cystoscopy 
reveals a papilloma at the ureteral orifice, if the 
pyelogram reveals a filling defect in the renal pelvis, 
and if the urine contains unidentified epithelial 
cells, the diagnosis is practically certain. 

The treatment in all cases is extirpation of the 
affected kidney with as much of the ureter as pos- 
sible. When there is bladder involvement subse- 
quent filguration is indicated. L. Neuwett, M.D. 


BLADDER, URETHRA, AND PENIS 


Figurnoff, K. M.: The Pathology and Treatment of 
Fibromyomata of the Urinary Bladder (Pathio- 
logie und Therapie der Fibromyome der Harnblase). 
Nowy Chir. Arch., 1922, ii, 134. 

This detailed study is based on the following case 
which was diagnosed clinically by a gynecologist and 
treated surgically by Fedoroff who performed a 
transperitoneal operation. Seven years previously 
the patient, a woman of 30 years, had had hematuria 
for several weeks. Since that time she had been 
“well” until six months ago, when another attack 
occurred. Micturition was painful and frequent and 
emptying of the bladder was impossible unless the 
patient stood partially upright with the body bent 
slightly backward. The uterus could be demarcated 
from a firm, slightly movable tumor, the size of a 
lemon, which presented small nodules on its surface. 
The growth thinned the anterior vault of the vagina 
and caused it to project forward. 

Cystoscopic examination showed that the normal 
mucous membrane was pushed forward in the right 
posterior quadrant by a tumor the size of a walnut. 
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The right ureteral opening was higher than normal 
and gaped open but contracted at the escape of 
urine. The capacity of the bladder was 320 c.cm. 

At operation it was found that the neoplasm 
involved almost half of the bladder. Where the 
tumor projected into the lumen the vesical wall was 
resected. The rest of the growth was removed by 
morcellation with the exception of the tumor nodule 
enclosing the ureter. A drainage tube was then in- 
serted and the bladder sutured around it. 

After the operation the patient was kept in the 
abdominal position for two weeks. A self-retaining 
catheter was then inserted and the patient changed 
to the dorsal position. The abdominal fistula was 
closed at the end of four days. When discharged 
from the hospital the patient was free from symp- 
toms and the capacity of the bladder 230 c.cm. 
Cystoscopic examination two months later showed 
a linear scar which was stellate below and extended 
upward into a diverticulum. The right ureteral 
opening was widened and round, but active con- 
tractions could be observed. The left orifice was 
widened and drawn toward the right as far as the 
midline. 

Histologic examination showed the tumor to be 
an interstitial fibromyoma of diffuse growth which 
had undergone mucoid degeneration at the center 
and was without an endothelial lining. 

The author has found forty-two myomatous tu- 
mors of the bladder described in the literature since 
1871; only three were interstitial fibromyomata. 
Kusnetzkich’s case is noteworthy in that the fibro- 
myoma grew on the periphery and attained a size 
equal to that of the uterus at the end of pregnancy 
and a weight of 9 kgm. 

Von DER OSTEN-SACKEN (Z). 


GENITAL ORGANS 


Herbst, R. H., and Thompson, A.: Carcinoma of 
the Prostate. J. Am. M. Ass., 1922, Ixxix, 1654. 


The authors review the literature on prostatic 
cancer and their own experience with the condition. 
They found that at least one in every four tumors 
of the prostate was malignant, and in one-third of 
these cases there was evidence of bone metastases. 
A rather small number of the patients seek treat- 
ment sufficiently early to obtain permanent relief. 
Those with cancer do not develop urinary symp- 
toms until late. Early diagnosis is particularly 
urgent in cancer of the prostate because it is a silent 
disease symptomatically until it is far advanced. 

Pain along the sciatic nerve is the one symptom 
associated with early malignancy which should 
attract attention to the prostate in men of ad- 
vanced age. Pubic and sacral pain and pain in the 
back are usually significant of extensive local 
involvement, but may be caused in some cases by 
glandular or bone metastases. The significance of 
increased resistance which is often found in the 
intervesicular space just above the prostate gland 
must not be forgotten. 


This infiltration produces an elevation of the 
trigone, termed the “subtrigonal plateau’? when 
seen on cystoscopic examination. It can be felt more 
distinctly if a cystoscope is introduced into the 
bladder and the beak turned downward toward the 
trigone. Obliteration of the interlobular sulcus is 
also a characteristic rectal finding in malignancy. 

From the standpoint of treatment cancer of the 
prostate is of three pathologic types: 

1. A scirrhous type, which usually begins in the 
posterior lobe in the form of small, flat, or nodular 
areas. The process develops and spreads behind the 
urinary tract rather than into it. Therefore urinary 
symptoms do not develop until late. 

2. A combination of Type 1 and benign hyper- 
trophy of the upper portion of the prostate. This is 
difficult to differentiate from simple hypertrophy, 
the malignant area often being discovered only at 
operation. 

3. A less common form of tumor in which the 
entire gland is involved by adenocarcinoma. These 
tumors are as a rule smooth and symmetrical but 
harder than the adenoma. Metastases do not occur 
as frequently as in Types 1 and 2. 

The authors have obtained better results in cases 
of Types 2 and 3 than in those of Type 1 because 
the early development of urinary symptoms caused 
the patients to present themselves for treatment 
before metastases had developed. 

Herbst and Thompson applied treatment through 
the opened bladder because it gave easy access to 
the tumor, especially the subtrigonal area, and 
relieved urinary retention. 

In addition to facilitating the introduction of 
radium, a suprapubic cystotomy protects the upper 
urinary tract and does much to make the patient 
comfortable during the weeks or months that treat- 
ment is carried on. 

Some of the best results were obtained in cases in 
which it was possible to enucleate an adenomatous 
middle lobe, fit a tube of radium into the cavity, and 
insert several needles containing radium into the 
malignant part of the remaining shell. Such radium 
treatment may be repeated if the bladder is kept 
open, or subsequent applications may be made by 
passing into the urethra a staff carrying a tube, 
—" long needles through the perineum, or 

oth. 

Most observers agree on the value of the roentgen 
ray in conjunction with radium therapy. 

Louts Gross, M.D. 


Cecil, A. B.: A New Technique for Performing 
Perineal Prostatectomy. J. Am. M. Ass., 1922, 
Ixxix, 1661. 


Cecil has been convinced for some time that if 
Young’s operation could be altered so as to rid it of 
technical difficulties, it would lend itself to more 
general use. He therefore turned his attention to- 
ward the development of a procedure which, while 
less difficult technically, would absolutely in- 
sure the integrity of the muscles of urinary control 
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and at the same time would protect the rectum 
from injury. 

The result was the devising of a tractor which can 
be easily introduced through the entire length of the 
urethra and, when opened in the bladder, is efficient 
in bringing the prostate into the wound, thus pre- 
venting all possibility of injury to the external 
sphincter muscle and any unnecessary scar forma- 
tion in the region of this muscle. 

The uncertainty in dividing the recto-urethralis 
muscle was met by changing the shaft of the handle 
of Young’s bifid and spatula retractors so that while 
these are held firmly in position the operator is able 
to place a gloved finger in the rectum to the apex of 
the prostate and thus carry out the dissection under 
the sense of touch rather than by purely anatomical 
landmarks. 

In Cecil’s technique the patient is placed on the 
table in the exaggerated lithotomy position and 
the bladder partially filled with fluid to permit the 
easy opening of the tractor. The curved tractor is 
then passed into the bladder and the V-shaped 
incision made in the perineum. The limbs of the 
curved V-shaped incision extend quite far back and 
the incision is carried through the subcutaneous 
tissues rather boldly. The finger is then passed down 
into the fossa in front of the fibers of the levator 
ani muscle and the bifid retractor is introduced. 

With a pair of thumb forceps the tissues are picked 
up just back of the bulb and the central tendon is 
divided straight downward. With the set-off bifid 
retractor then held firmly in place, a gloved finger is 
introduced into the rectum, and by means of a spe- 
cially devised, delicately curved clamp, the entire 
bridge of tissue down to the apex of the prostate is 
‘ grasped under the direction of the guiding finger in 
the rectum. The tissues are cut across above the 
clamp with definite assurance that the rectum will 


not be injured, and in this manner the fibers of the 
recto-urethralis muscle are divided far back rather 
toward the rectal wall than toward the region of the 
external sphincter. 

The handle and shaft of the tractor are then 
brought toward the operator, its bladder end thus 
being thrown freely into the bladder cavity so that 
the tractor may be easily opened, and by turning of 
the thumb screw the bladder end of the tractor is 
thrown at right angles to the shaft. Then, by lifting 
on the tractor and pushing it away, the apex of the 
prostate is brought quite far up into the wound. The 
fibers of the levator ani muscle are pushed aside and 
the rectum is stripped back along the fascia of 
Denonvillier. 

Up to this point the urethra has not been opened. 
The usual lateral incisions of Young are made as 
these have been found preferable to the throwing 
back of a large bridge of tissue. Adenomatous 
masses are freed by a blunt dissector and removed 
through each lateral cavity by Young’s technique. 
When the masses from the lateral cavities and any 
suburethral lobes encountered have been removed, 
an incision 2 cm. in length is made through the right 
lateral cavity and the edges of the prostatic urethra 
are picked up with Allison forceps. 

The tractor is then removed and in difficult cases 
it is sometimes found advisable to introduce the 
straight tractor through this opening. A finger is 
passed in through the prostatic urethra and the 
neck of the bladder palpated. If an intravesical lobe 
is encountered, it is removed through this opening. 
If the neck of the bladder is found contracted, it is 
divided. After the removal of all obstructing tissue, 
a single-way drainage tube is introduced through the 
lateral cavity into the bladder and packed about 
with cephalin gauze to control hemorrhage. 

Louis Gross, M.D. 
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SURGERY OF THE EYE AND EAR 


EYE 


Wiedemann, H.: Injuries of the Visual Tracts of 
the Brain (Die Verletzungen der Sehbahnen des 
Gehirns). Ztschr. f. aerztl.-soz. Versorgungsw., 1922, 
i, 437- 

More frequent than direct injuries of the optic 
nerve are indirect injuries due to fractures or fissures 
of bone. Usually other cranial nerves are also 
involved (the third, fourth, first, fifth, and sixth). 
In every case in which the lesion lies distal to the 
entrance of the central vessel into the optic nerve 
(10 to 20 mm. behind the bulb) ophthalmoscopic 
signs are evident immediately. At the chiasm a 
lesion of the cross fibers produces bitemporal hemi- 
anopsia whereas an injury behind (central) the cross- 
ing causes a so-called homonymous hemianopsia. 

A loss of both the left halves of the visual field 
occurs with injury of the tract of the primary visual 
centers, the optic radiation, and the right cuneus. 
As the pupillary fibers branch off at the primary 
visual centers, the pupillary reaction is normal 
in cases of central lesion, but when the lesion is 
situated further forward there is a hemianoptic reac- 
tion. As the visual sphere in the cuneus has a wider 
expanse, its incomplete destruction does not cause 
hemianopsia but homonymous scotomata result. 

With destruction of both the visual spheres, cor- 
tical blindness, viz., blindness with an unchanged 
pupillary reaction, occurs. Mental blindness, a con- 
dition in which the object is perceived but not 
recognized, is due to double injury of the convex side 
of the occipital lobe or its medullary layer and is an 
optic agnosia. Alexia is another type of the same 
condition. This is occasionally seen in association 
with conjugated paralyses of the eye muscles follow- 
ing destruction of the angular gyrus. 

MEISNER (Z). 


Wilkinson, O.: The Present-Day Status of Squint 
Surgery: A New Operative Technique. J. Am. 
M. Ass., 1922, \xxix, 1417. 


On the basis of seventy-five cases operated upon 
during the past two years Wilkinson draws the fol- 
lowing conclusions: 

1. It is necessary to operate on children sooner 
than has been our practice in order that we may 
favor binocular vision at an age when binocular 
vision may be acquired. 

2. We are able to straighten any case of squint 
at any age without doing a tenotomy or in any way 
cutting or interfering with the function of the inter- 
nal rectus. A tenotomy of any grade is contra- 
indicated in squint in young children. 

3. In cases of deviation of 24 degrees or less it is 
sufficient to advance the external rectus in the 


squinting eye only. In cases of higher degrees of 
deviation it is advisable to advance the external 
rectus muscles of both eyes. 

4. In young subjects with low degrees of devia- 
tion about 3 mm. of shortening is required to each 5 
degrees of deviation; i.e., in a case of squint of 15 
degrees in a child under 10 years of age about 9 mm. 
of shortening of the external rectus would be neces- 
sary to secure an accurate and permanent effect. In 
a case of from 20 to 25 degrees of deviation each 0.5 
mm. will correct 1 degree of deviation. In older sub- 
jects, o.5 mm. of shortening will approximately cor- 
rect 1 degree of deviation. This holds good except 
in the very low degrees up to 12 or 14. The lower 
degrees require the ratio of 3 mm. of shortening to 5 
degrees of deviation. In a few cases the author has 
shortened the external rectus 15 degrees. He finds 
that the ratio decreases; for example, that 15 mm. 
will correct from 30 to 35 degrees of deviation. How- 
ever, he advises against trying to advance a muscle 
to such an extent because it is more difficult, it may 
restrict the movements of the eye, and it may cause 
some exophthalmos. 

In cases with high degrees of deviation, say 40 de- 
grees, a 10-mm. advancement of each external 
rectus is necessary. In cases of deviation of 50 
degrees or more, the ratio increases; 12 mm. of ad- 
vancement of each external rectus with the wearing 
of the brace ten days will correct as much as 50 to 55 
degrees of deviation whereas 12 mm. of advancement 
on one eye only will certainly not correct more than 
25 degrees of deviation. It seems that when both 
eyes are operated on at the same time the ratio of 
correction is somewhat increased. 

5. Over-correction is necessary to secure a per- 
manent result. The eye should deviate about 8 to 10 
degrees after the stitches are out and the brace has 
been removed. This is an advantage as it aids the 
fusion faculty to secure binocular vision as the pre- 
viously crossed eye is assuming its permanent po- 
sition. 

6. The use of the caliper or some definite measur- 
ing device is essential for accurate work. The 
method of suturing through the stump avoids the 
dangerous scleral stitch and secures a firm anchor- 
age, while the placing of the suture in the well- 
dissected muscle makes possible more exact meas- 
urement of the amount of shortening produced. 
The importance of this is evident as it enables us to 
operate on children under ether anesthesia with the 
same confidence with which we operate on adults 
under local anesthesia, and to operate before fixed 
habits are formed, before anatomical changes in the 
muscles and blindness of the squinting eye develop, 
and before the possibility of fusion training is lost. 

James P. FitzGeratp, M.D. 
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Wood, D. J.: Intra-Ocular Cysticercus. Brit. J. 
Ophth., 1922, vi, 459 

Wood has seen six cases of intra-ocular cysticer- 
cus, two of which he discusses in this paper. In one 
of the two cases discussed there was some doubt in 
the diagnosis. The other was that of a druggist who 
was also a farmer and who came to Wood because 
of pain in the left eye of three weeks’ duration which 
had been much more severe for four days. On 
the lower outer part of the iris was a very definite 
cystic body, white in the center, projecting into the 
pupil, and fixed to the iris by numerous fine threads 
like spider-web or cotton wool. There was severe 
iritis. Atropin produced no effect, and after a few 
days it was evident that the cyst was larger. No 
movements could be detected, but observation was 
difficult because of severe photophobia. 

Under an anesthetic Wood tried to remove the 
cyst with its bit of iris, but at the first touch of the 
forceps it ruptured into the anterior chamber. Frag- 
ments were removed, but the threads were elastic 
and held to the iris. No hooklets were found in the 
débris. The threads appeared to be hyaline, with 
cells at intervals. There was immediate relief from 
the pain, but when the patient left the hospital the 
pupil was largely occluded by lymph. 

Tuomas D. ALLEN, M.D. 


Wood, D. J.: Onyx of Long Duration. Brit. J. 
Ophth., 1922, vi, 458. 

The patient, a woman aged 26 years, consulted 
Wood for the removal of a white mark from her left 
eye. On casual inspection this mark had the appear- 
ance of a round nebula with a yellow opacity in its 
lower part. The patient stated that it had been 
present ever since she had measles twenty years pre- 
viously. 

Careful examination revealed a round cavity like 
a double watch glass which contained some thick pus 
in its lower part and on pressure became changed in 
shape. The cavity had a clearly defined circular 
margin and extended from the corneal margin to the 
inner third of the pupil. The eye was perfectly quiet, 
there had never been any pain, and the patient was 
unaware that any change had occurred. The cavity 
extended back to Descemet’s membrane. The 
fundus was visible through the clear part of the 
cornea, and vision was 6/36. 

Wood incised the cavity with a discission needle 
and removed the pus by irrigation. The eye then 
looked nearly normal. While the outline of the cav- 
ity remained clearly visible on careful inspection, it 
was no longer conspicuous. 

Tuomas D. ALLEN, M.D. 


Haessler, B. T., and Haessler, F. H.: The Early 

Development of the Corneal Tubercle, a Study 

in Slit-Lamp Microscopy. Arch. Ophth., 1922, li, 
$23. 

This paper reports a study of the development of 

experimental tuberculosis of the cornea in rabbits. 

Three strains of bacilli were used, two of them vir- 


ulent and one not virulent. For comparison the 
authors inoculated another group of rabbits with a 
solution of staphylococcus aureus and in a third 
group injected mercuric sulphide. 

The use of the slit lamp and microscope made it 
possible to observe much earlier changes than those 
recorded by other investigators. The first changes 
in rabbits injected with tubercle bacilli appeared 
from three to eleven days after the injection. No 
explanation can be offered for the delay of more 
than four days except that it must have been due to 
higher resistance in the animal. 

The first change observed was a very faint injec- 
tion of the conjunctival vessels at the limbus. In 
the white rabbits a pronounced acceleration of the 
circulation at the limbus was always noted at the 
same time. Not only were the vessels dilated but the 
blood flowed through them with much greater 
rapidity. In all the white rabbits inoculated with a 
virulent strain of bacilli an injection of the small 
vessels of the iris preceded or accompanied the lim- 
bus hyperemia. In the eyes injected with mercuric 
sulphide there was injection of the vessels of the 
bulbar conjunctiva but no pronounced acceleration 
of the circulation at the limbus 

Cellular deposits on Descemet’s membrane were 
easily seen when a virulent culture was used. As a 
rule these deposits were found on the most depend- 
ent part of the cornea. Those noted on the lens were 
quite irregularly distributed, but most numerous in 
the periphery. The greatest changes were found in 
the cases in which a heavy emulsion was used for the 
injection. 

The formation of vessels was perhaps the most 
characteristic of the lesions seen in tuberculosis of 
the cornea. The earliest vessels were always ob- 
served at the limbus above, wherever the corneal 
injection was made. These vessels usually attained 
a greater length than those coming in from below or 
the sides, and eventually extended into the opacity 
at the site of injection. In the most advanced stages 
the entire cornea was sometimes vascularized. The 
earliest vascular shoots were seen two or three days 
after the first signs of reaction. They developed as 
short strands coming off of the superficial conjuncti- 
val vessels at the limbus and lay superficially on the 
cornea throughout their course. After two or three 
days of growth they met and formed capillary loops 
through which an exceedingly active circulation was 
maintained. As the vessels became larger they 
assumed a broom-like growth and increased in 
width as well as length. They grew much more 
rapidly when a virulent culture was used. When 
healing began, the circulation gradually became 
slower and the vessels decreased in size. In the 
authors’ experience the proximal loops never com- 
pletely disappeared, though they have been grossly 
invisible. When such an eye was re-injected or 
otherwise irritated the blood flow through these 
capillaries was increased and they could again be 
seen with the unaided eye as a fringe of newly formed 
vessels. Tuomas D. ALLEN, M.D. 
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Charles, J. W.: Neuropathic Keratitis the Result 
of Focal Infection. Am. J. Ophth., 1922, v, 703. 

The author gives his reasons for considering 

dendritic keratitis a terminal nerve lesion and 

reports a case which resisted all of the usual methods 

of treatment but responded in two or three days to 

palliative treatment for suppurative ethmoiditis. 

James P. FitzGeratp, M.D. 


Lent, E. J., and Lyon, M. B.: Embryonic Fibro- 
vascular Sheath of the Crystalline Lens. Am. 
J. Ophth., 1922, v, 706. 


The authors review the literature, report an 
interesting case, and discuss the differential diagno- 
sis of embryonic fibrovascular sheath of the crys- 
talline lens. This condition may be mistaken for 
glioma, but as glioma grows rapidly, careful measure- 
ment over a short period will determine the diagno- 
sis. 

Glioma is visible with the naked aperture if seen 
early but a fibrovascular sheath requires the use 
of a plus 16 to plus 20 lens to bring out the very 
minute vessels connected with it. 

James P, FitzGerarp, M.D. 


McCabe, F. J.: Glaucoma, Its Etiology and Treat- 
ment. Rhode Island M.J., 1922, v, 303. 


McCabe briefly reviews various theories regarding 
the cause of glaucoma and the results obtained by 
operative and non-operative treatment. He recom- 
mends combining the two methods, considering each 


case individually, studying the condition carefully, 
and regulating the patient’s habits and diet. For 
glaucoma simplex with little or no increase in tension 
and only slow change in the fields of vision he be- 
lieves conservative treatment is best. 

T. D. ALLEN, M.D. 


EAR 


Eitner, E.: The Correction of Prominent Ears (An- 
legen und Verkleinern abstehender Ohrmuscheln). 
Med. Klin., 1922, xviii, 1117. 

Previous to the operation, the ear is brought to the 
desired position and the most extreme line of con- 
tact between its posterior surface and the skull is 
marked. If the ear is drawn sharply downward, the 
line of demarcation appears as an ellipse, the long 
diameter of which is formed by the fold of reflection. 
The skin incision is then made through the trans- 
verse diameter and the skin and perichondrium are 
reflected up to the mark. The cartilage is divided in 
the same direction and a sickle-shaped piece re- 
moved in a direction vertical to the incision down- 
ward and upward. If it is desired merely to fasten 
the ear down, the strip need be only a few milli- 
meters wide, but if a reduction in the size of the ear 
is also desired, the strip must be correspondingly 
wider. After the suturing of the cartilage and the 
perichondrium the skin is excised to the line of 
demarcation and the ear fixed in the desired position 
by three or four sutures. Tromp (Z). 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Dean, W.: A Case of Suppurative Ethmoiditis 
Complicated by Orbital Cellulitis and Acute 
Suppurative Docryocystitis. Kentucky M. J., 
1922, xx, 630. 

In the author’s case there was a history of nasal 
catarrh for many years, obstruction of the nasal 
lachrymal duct for seven years, and a purulent dis- 
charge from the nose for two months. Two days 
before the patient was seen by Dean, the discharge 
stopped and the eye became swollen shut. At the 
time of examination the pain was intense, the tem- 
perature 102 degrees F., and the face swollen. The 
eye protruded about '4 in. Only the upper portion 
of the cornea could be seen and this was hazy. The 
conjunctiva was prolapsed and necrotic. On shrink- 
ing the nose no pus could be obtained. The middle 
turbinate was polypoid. 

Several incisions were made in the lid. The 
lachrymal and adjacent plate of the ethmoid were 
found to be necrotic. Because of polypoid degenera- 
tion the anterior ethmoid cells were curetted away. 
A large drain was inserted through the nose into 
this region and several drains through the skin of the 
lids. Pus continued to run from the operative 
wounds for a number of days. A large ulcer of the 
cornea healed gradually. The antrum, which was 
found to be infected, was operated upon and treated. 

T. D. Aten, M.D. 


MOUTH 


McArthur, L. L.: Atypical Operations on the 
Jaws and Mouth for Malignant Growths. J. 
Am. M. Ass., 1922, Ixxix, 1484. 


Case 1. The patient was a man 4o years of age 
with a history of pyorrhoea and consequent removal 
of the first and second incisors followed by carcinoma 
of the unhealed gum and alveolar process with slow 
invasion in both directions. Examination showed no 
invasion of the antrum or orbit. The usual skin inci- 
sion having been made, the two superior maxillz 
were divided from each other by an electric saw: (1) 
at the line of the first left incisor through the palatal 
portion mesially, (2) at the superior maxilla and 
malar junction, and (3) at the nasal orbit along the 
entire length of the infra-orbital margin. The in- 
ferior orbital plate and the superior maxilla were left 
intact. The function and appearance of the eye re- 
mained unchanged. No cervical glands were evident 
and none has yet been excised. 

Case 2. This case was that of a man with a recent 
small growth involving the gum, the alveolar proc- 
ess, and the jaw at the former site of two lower 
molars, and a definite palpable gland immediately 


beneath the right tonsil. The microscope showed 
carcinoma. At operation the incision was made 
downward from the angle of the mouth to beneath 
the jaw, curving back past the angle, and the flap 
was detached from the jaw and retracted upward. 
The electric saw was used to excise a rectangular 
section of the ramus, including the alveolar process; 
a sufficient amount of dense eburnated bone was left 
to form a bridge 1.2 cm. in each diameter to main- 
tain the external contour. The fragment removed 
measured 5 cm. Sixteen days later primary union 
had occurred and the incision was almost invisible. 
The involved gland was removed without tearing its 
capsule. The microscope showed it to be a typical 
carcinomatous gland. There was no recurrence or 
facial deformity four and one-half years later. The 
patient died as the result of a fall. 

Case 3. The patient was a man 44 years old who 
had a lesion surrounding the decayed root of the 
second right lower molar which failed to heai after 
the removal of both molars, curettage, and the use of 
caustics. This spot had been present for ten weeks 
but was not large. No glands were evident in the 
neck. The microscope showed carcinoma. 

At operation the outer aspect of the lower jaw was 
exposed by an incision beginning on the lower lip at 
the angle of the mouth, curving downward along the 
natural fold of the cheek, and cutting all but the 
mucosa to and below the jaw. The skin of the cheek 
was then drawn upward and the tissues were cut back- 
ward following the jaw down to the bone. Beginning 
at the angle of the mouth, the mucosa was then 
sectioned so as to conserve as much of the normal 
membrane as possible. The incision was then made 
through the healthy soft parts and periosteum 1.2 
to 1.8 cm. radially from the growth. Two perpendic- 
ular sawings and a connecting long sawing were 
made at a distance from the free alveolar margin to 
avoid beginning infiltration and to leave a strong. 
eburnated bony ridge to prevent deformity. 

Case 4. This was the case of a 14-year-old girl with 
a tumor of the mental prominence which deformed 
the chin into a round mass and loosened the incisors 
of the lower jaw. The pathologic report on a frag- 
ment was giant-cell sarcoma. At operation the soit 
tissues were separated from the chin by an incision 
within the mouth, the mental prominence was ex- 
posed through the buccal orifice, and the lower lip 
was stretched beneath the bony chin. Incision re- 
vealed a thin layer of bone covering a firm, spherical 
tumor. The growth was not bony and yielded 
readily to a sharp knife, but not to the curette. The 
entire mass, which was the size of an English walnut, 
was shelled out. The roots of the incisors protruding 
into the smoothly-lined bony cavity were amputated. 
All suspicious areas were removed, sufficient alveolar 
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process being left to form a bridge between the right 
and left maxilla. Two years later the alveolar bridge 
was fractured by the chewing of brittle food. After 
another two years a graft from the patient’s tibia 
was implanted and adipose tissue was inserted be- 
neath the skin to correct the deformity. 

W. Sweet, M.D. 


Bainbridge, W. S.: Cancer of the Tongue: Pitfalls 
in Diagnosis and Treatment. J. Am. M. Ass., 
1922, Ixxix, 1480. 

The following cases were selected from 700 record- 
ed cases of tongue lesions: 

Case 1. The patient was a man, 42 years of age, 
who was an excessive cigar smoker and in the habit 
of holding the cigar in the right side of his mouth. A 
small, recurrent sore developed on the tongue 1% in. 
from the right side and 1% in. from the tip. This 
sore had received mixed treatment with silver 
nitrate, the roentgen rays, and other agents but had 
persisted for a number of years. Repeated Wasser- 
mann tests were negative. The mouth was in a 
foetid condition, and there was involvement of the 
glands of the neck. The involved glands were re- 
moved, the lingual arteries were ligated, and a few 
weeks later the tongue was completely excised. 
Following the operation the patient gained in weight 
and strength and became able to attend to his busi- 
—_ One year later he died from recurrence in the 
neck. 

Case 2. A man, aged 49 years, noticed in May, 
1902, a small, elevated spot half way back on the 
dorsum of the left half of the tongue. Following the 
local application of alum and the discontinuance of 
smoking this lesion disappeared but it reappeared 
when smoking was resumed. The patient came for 
consultation in December, 1903, when he had lost 
considerable flesh and strength and was somewhat 
cachectic. 

Examination revealed a hard, crater-like ulcer 
involving the left anterior third of the tongue with 
the exception of the tip which was covered with a 
brownish, foetid fur. The reports of two pathologists 
confirmed the diagnosis of vascular epithelioma. 
Immediate operation was refused by the patient who 
insisted upon a trial of roentgen-ray treatment. The 
latter proved futile despite nine weeks’ systematic 
application. In the meantime the growth extended 
to the right side of the tongue and induration of the 
floor of the mouth became evident. Several glands 
were palpable on both sides of the neck, and there 
was marked dysphagia. In March, 1904, the sub- 
maxillary and sublingual glands on either side were 
removed with the salivary ducts, and the lympathic 
neck glands were removed en masse where this was 
possible. Two weeks later the tongue was completely 
excised and also a large part of the geniohyoglossi, the 
hyoglossi muscles, the inferior third of the pillars 
of the fauces on the left side, and part of the anterior 
pillars of the fauces on the right side. In afew hours 
the patient was able to swallow fluids. He was dis- 
charged a month later when he had gained to lbs. 


He was then able to masticate solids, to taste, to 
talk intelligibly, and even to sing. In May, 1912, a 
small ulcerating lesion appeared in the anterior 
portion of the mouth. This was fulgurated. A few 
days after the operation the patient succumbed to 
pneumonia. 

Cases 1 and 2 demonstrate that some cancers of 
the tongue are not recognized as such, but are mis- 
takenly diagnosed and treated as non-malignant 
neoplasms. 

Case 3. This patient, a man aged 41 years, was 
operated upon in January, 1907, for the removal of a 
small nodule on the tip of the tongue. A wedge- 
shaped section (2.5 cm. long) of surrounding healthy 
tissue was also excised. The patient refused excision 
of the neck glands. The microscope showed sus- 
picious cells only at the apex of the removed section 
and none in the nodule. The following day another 
small section was removed at the apex of the incision 
in the tongue. There was no recurrence of the epi- 
thelioma. The patient disappeared during the recent 
war. 

Case 4. The patient was a man aged 60 years 
who, in December, 1915, discovered a small, wart- 
like spot on his tongue. A diagnosis of cancer was 
made and radium applied once in January and again 
in March, 1916. As the spot continued to increase 
in size, excision of the tongue was advised. Exam- 
ination showed the tongue to be spotted with leuko- 
plakia. In the center was a typical epithelioma 
within an ulcerating mass the size of a five-cent 
piece. The surface of the tongue suggested syphilis. 
The Wassermann reaction was 4 plus. After five 
weeks of antisyphilis treatment the inflammation 
subsided, leaving an ulcer the size of a split pea. The 
cancerous and sclerotic part of the tongue was re- 
moved by a conservative operation. The pathologic 
report was epithelioma. The patient recovered but 
in January, 1921, died of acute pneumonia. 

Cases 3 and 4 demonstrate that errors are made in 
diagnosing the type, stage, and extent of tongue 
cancer. 

Case 5. The patient was a woman 28 years of 
age with a history of appendectomy performed in 
September, 1919, and followed the next day by a sore 
a little to the left of the median line on the lower lip. 
The lesion was diagnosed as a ‘“‘fever” or “ether”’ 
sore, and treated wth ointments. It increased in 
size, and laboratory examination six weeks later 
showed angiosarcoma with considerable mitosis. 
Radical operation was advised. Examination of the 
lip in October, 1919, showed an elevated, hard, in- 
durated ulcer the size of a ten-cent piece. The 
tongue was covered with leukoplakia spots, one of 
which was nodular. One neck gland under the chin 
and two in the left submaxillary region were in- 
volved. The Wassermann test was 4 plus. After 
antisyphilis treatment consisting of four intravenous 
and six intramuscular injections and the local appli- 
cation of mercurial ointment the mass on the lip and 
the neck glands disappeared. As the Wassermann 
reaction remained unchanged, the antisyphilis 
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treatment was continued. In February, 1921, the 
Wassermann test was negative. In May, 1922, the 
patient reported excellent health and a continued 
negative Wassermann reaction. 

Case 6. A man, aged 4o years, sought treatment 
for a sore at the base of the tongue which had been 
noticed for nine months. The Wassermann reaction 
had been negative. A diagnosis of cancer was made 
and radical removal of the tongue advised. Exam- 
ination in June, 1907, showed a deep ulceration 2.5 
cm. wide extending backward from the anterior 
one-third of the dorsum of the tongue to the epi- 
glottis; also enlarged cervical and supraclavicular 
glands. Two pathologists reporting on section ex- 
cluded cancer. After a few weeks of antisyphilis 


treatment the ulceration disappeared. ‘There was 
no recurrence for seven years. The patient was lost 
sight of during the recent war. 
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Case 7. The patient was a boy, aged 13 yeurs, 
whose tongue showed a swelling the size of a cherry 
which had been present for eight months and had 
begun to grow larger. The tumor was diagnosed as 
malignant and the patient referred for radical 
operation. Examination in March,. 1914, showed an 
irregularly-edged tumor the size of a walnut situated 
on the right margin of the tongue and extending 
nearly to the center. The surface of the tongue was 
wart-like and much inflamed. The lesion was diag- 
nosed as benign and the growth and ulcerated area 
were removed The pathologic report was “lymph- 
angioma, papillomatous type.” Three months later 
an angioma of the mouth was removed. There was 
no recurrence for more than eight years. 

Cases 5, 6, and 7 demonstrate that lesions of the 
tongue may be mistakenly diagnosed and treated as 
cancer. W. SWEET, M.D. 
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